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THE  HEARING  AID  MARKETPLACE:  IS  THE 
CONSUMER  ADEQUATELY  PROTECTED? 


WEDNESDAY,  SEPTEMBER  15,  1993 

U.S.  Senate, 
Special  Committee  on  Aging, 

Washington,  DC. 

The  committee  met,  pursuant  to  notice,  at  10:05  a.m.  in  room 
DG-50,  Dirksen  Senate  Office  Building,  Hon.  David  Pryor  (chair- 
man of  the  committee)  presiding. 

Present:  Senators  Pryor,  Grassley,  Cohen,  Kohl,  Jeffords, 
Feingold,  and  Pressler. 

Staff  present:  Theresa  Forster,  staff  director;  Gregory  Smith, 
chief  counsel;  Mary  Berry  Grerwin,  minority  staff  director;  Helen 
Albert,  investigator;  and  Priscilla  Hanley,  professional  staff. 

OPENING  STATEMENT  OF  SENATOR  DAVID  PRYOR,  CHAIRMAN 

The  Chairman.  Grood  morning,  ladies  and  gentlemen.  We  want 
to  thank  all  of  you  for  attending  our  hearing  of  the  Special  Com- 
mittee on  Aging,  relative  this  morning  to  hearing  aids. 

First,  we  want  to  say  a  special  word  of  thanks  to  our  guests  who 
will  be  on  our  panels  this  morning.  Some  have  come  from  a  long 
distance;  we're  very,  very  appreciative  of  your  attendance. 

Also,  let  us  take  note  of  the  fact  that  this  afternoon  begins  the 
Jewish  period,  and  the  Senate  will  be  out  of  session  early  in  the 
afternoon. 

We're  going  to  have  several  votes  this  morning,  it  appears,  so 
Senator  Cohen,  myself.  Senator  Kohl,  and  others  will  be  running 
back  and  forth  from  the  committee,  and  we'll  try  to  make  this  hear- 
ing just  as  smooth  as  possible,  notwithstanding  those  interruptions, 
so  we  hope  that  you  will  understand  that. 

Also,  upstairs  in  the  Finance  Committee,  of  which  I'm  a  member, 
we're  holding  our  first  hearing  on  NAFTA,  and  I  will  probably  have 
to  go  upstairs  a  time  or  two  for  that  particular  meeting.  So  this  is 
just  one  of  those  days  where  we're  supposed  to  be  several  places 
at  once. 

I  want  to  give  you  a  quote  this  morning  to  start  our  hearing  off 
and  see  if  any  of  you  might  remember  who  said  it  before  I  tell  you: 

More  than  20  million  Americans  are  believed  to  have  some  form  of  hearing  im- 
pairment, ftoTO.  total  deafness  to  mild  loss.  Many  can  be  helped  immeasurably  by 
a  hearing  aid,  many  cannot  be  helped  at  all. 

At  the  present  time,  according  to  estimates,  most  persons  with  a  hearing  impair- 
ment first  go  to  a  hearing  aid  dealer  for  assistance.  This  places  tremendous  respon- 
sibility on  the  dealer.  He  must  be  able  to  detect  whether  the  hearing  unpaired  per- 
son is  a  candidate  for  a  hearing  aid,  on  which  the  dealer  makes  a  profit,  or  whetiier 
he  shovdd  be  referred  to  a  physician,  which  may  mean  no  business  for  the  dealer. 

(1) 


The  first  question  that  we  shall  ask  the  hearing  aid  dealer  is  if  he  is  truly  quali- 
fied. A  regulation  now  being  developed  at  the  Food  and  Drug  Administration  ad- 
dresses this  critical  issue. 

With  National  health  insurance  on  the  horizon,  if  the  FDA  by  regulation  institu- 
tionalizes the  present  hearing  aid  delivery  system,  it  will  Ukely  be  folded  into  any 
health  insurance  program  adopted  by  the  Congress. 

Those  words  are  not  mine.  They  were  spoken  nearly  20  years  ago 
by  Senator  Percy  of  Illinois  when  he  chaired  a  Senate  subcommit- 
tee hearing  on  the  hearing  aid  industry.  Yet,  his  words  are  still  rel- 
evant as  we  look  at  todays  hearing  aid  marketplace.  Our  ultimate 
goal  now,  as  it  was  then,  is  affordable,  appropriate,  accessible  hear- 
ing health  care  for  all  hearing  impaired  individuals. 

Making  the  decision  to  purchase  a  hearing  aid  is  not  an  easy  one. 
First,  the  individual  must  make  the  difficult  admission  that  he  or 
she  has  a  permanent  physical  impairment.  Next,  the  individual 
must  come  to  terms  with  the  notion  of  wearing  an  assistive  device. 
In  the  past,  hearing  aids  were  much  larger  and  more  cumbersome, 
and  there  was  a  stigma  attached  to  wearing  them.  Fortunately,  the 
example  of  many  well-known  public  figures  (among  them  former 
President  Ronald  Reagan,  Former  Surgeon  Greneral  C.  Everett 
Koop,  Arnold  Palmer,  and  my  good  friend  and  mentor  Senator 
Claude  Pepper,  to  name  a  few)  and  technological  improvements 
which  have  allowed  for  the  down-sizing  of  hearing  devices  have 
helped  to  ease  concerns  in  this  area. 

I  would  like  to  mention  that  while  preparing  for  this  hearing  I 
was  reminded  of  a  story  I  heard  in  recent  years  of  a  time  when 
Senator  Pepper,  at  the  young  age  of  88,  was  being  fitted  for  a  new 
hearing  aid.  When  given  the  choice  between  the  purchase  of  5 
years'  worth  of  batteries  for  the  device  and  a  lifetime  supply,  he, 
of  course,  chose  the  lifetime  supply.  I  don't  know  whether  that  says 
more  about  his  confidence  in  the  hearing  device  he  was  purchasing 
or  in  his  wonderful,  positive  outlook  on  life  and  living.  He  is  an  ex- 
ample to  us  all. 

With  respect  to  securing  hearing  care,  an  individual  seeking  a 
hearing  aid  must  next  have  access  to  the  care  necessary  to  assess 
hearing  loss  and  the  cause  of  loss,  and  to  determine  what  steps  can 
be  taken  to  assist  the  individual.  Access,  in  this  regard,  is  not  al- 
ways an  easy  matter,  particularly  in  rural  and  underserved  areas. 
Additionally,  it  is  important  for  an  individual  seeking  care  to  have 
confidence  in  the  provider.  Finally,  the  cost  of  the  hearing  device 
prescribed  for  use  must  also  be  affordable.  I'd  like  to  take  a  few 
moments  to  address  each  of  these  three  areas  of  concern. 

Confidence  in  the  hearing  care  provider  is  critical.  Hearing  aids 
can  and  do  provide  meaningful  assistance  to  the  hearing  impaired. 
Yet,  there  are  some  individuals  that  cannot  be  helped  with  hearing 
aids.  All  nonmedical  providers  must  be  trained  to  recognize  when 
hearing  aids  are  appropriate  and  when  they  are  not.  States  must 
do  more  to  set  minimum  competency  standards  for  licensing,  and 
they  must  enforce  those  standards.  Unfortunately,  we  all  hear  hor- 
ror stories  about  the  unscrupulous  sales  practices  of  a  few  which 
hurts  consumer  confidence.  On  a  Federal  level  we  must  continue 
to  monitor  advertising  that  induces  consumers  to  purchase  hearing 
aids  through  in-home  and  mail  order  sales. 

Today's  hearing  is  not  to  condemn  one  group  of  hearing  health 
care  providers  in  favor  of  another.  Instead,  we  want  to  learn  where 


each  member  of  the  hearing  health  care  team  fits.  The  hearing  spe- 
cialist, audiologist,  and  otolaryngologist  all  have  a  role  to  play  in 
providing  hearing  health  care. 

Despite  some  of  the  more  troubling  marketplace  issues  we  will 
address  today,  I  am  truly  amazed  at  the  advances  in  hearing  aids. 
Hearing  aid  technology  has  greatly  benefited  from  developments  in 
telecommunications  and  electronics  over  the  past  decade.  In  re- 
sponse to  public  demand  for  cosmetic  acceptability,  microchip  tech- 
nology has  led  to  miniaturization  of  hearing  aids  such  that  80  per- 
cent of  the  current  market  is  for  all-in-the-ear  or  canal  aids.  Pro- 
grammable devices  allow  for  tailoring  to  individual  hearing  loss 
and  needs.  Some  aids  allow  multiple  frequency  responses  to  be  pro- 
grammed and  stored  for  use  in  different  listening  situations.  And, 
digital  signal  processing  technology  (DSP)  can  sense  and  cancel 
acoustic  feedback  on  high  power  aids. 

But  all  of  these  advances  are  not  without  their  costs.  And  hear- 
ing assistance  devices  are,  for  the  most  part,  an  out-of-pocket  ex- 
pense. The  fact  underscores  the  importance  of  adequate  consumer 
protections  in  the  hearing  aid  marketplace  to  ensure  against  a 
drain  on  retired  individuals'  limited  incomes. 

Those  of  us  who  are  fortunate  enough  to  have  normal  hearing 
may  take  it  for  granted.  We  don't  realize  how  much  hearing  im- 
pacts our  daily  lives.  Imagine  a  world  without  sound  or  of  only 
hearing  partial  sounds.  That  is  what  the  hard-of-hearing  person  ex- 
periences. 

As  difficult  as  impaired  hearing  may  be  for  any  person,  it  is 
compounded  for  elderly  persons.  Of  the  approximately  23.5  million 
Americans  that  suffer  hearing  loss,  more  than  50  percent  of  them 
are  over  the  age  of  65.  The  loss  of  hearing  affects  their  independ- 
ence and  quality  of  life.  For  many  older  people,  hearing  impairment 
prevents  complete  participation  in  everyday  life.  Simply  trying  to 
understand  what  is  being  said  around  them  can  be  a  frustrating 
experience.  Beyond  the  inconvenience  created  by  hearing  loss, 
hearing  impairment  can  lead  to  paranoia  and  depression.  For 
many,  purchase  of  a  hearing  aid  can  provide  a  lifeline  to  more  en- 
joyable, useful,  independent  lives,  and  increased  purpose  for  living. 

Today  we  will  hear  from  a  broad  cross-section  of  groups  and  indi- 
viduals interested  in  the  delivery  of  hearing  care  in  the  United 
States.  I'm  sure  we  all  share  the  same  commitment  to  ensuring  the 
public — and  especially  senior  citizens  who  purchase  more  than  half 
of  all  hearing  aids  purchased  in  this  country — can  purchase  these 
important  device  with  confidence.  I  want  to  thank  all  our  witnesses 
for  coming  to  talk  to  us  today  and  I  look  forward  to  hearing  from 
each  of  you. 

[The  prepared  statements  of  Senators  Shelby,  Riegle,  Simpson, 
Durenberger,  and  Craig  follow:] 

Prepared  Statement  of  Senator  Richard  Shelby 

Mr.  Chairman,  I  commend  you  for  scheduling  this  hearing  today  to  discuss  otir 
concerns  regarding  the  marketing  of  hearing  devices  with  particular  emphasis  on 
advertising  and  sales  practices.  I  am  very  pleased  that  the  AARP  has  completed  a 
report  on  this  issue  which  it  plans  to  release  at  this  Hearing  and  I  look  forward 
to  hearing  and  examining  this  information. 

We  are  fortunate  to  have  a  distinguished  panel  of  witnesses  with  us  this  morning 
who  will  provide  this  Committee  with  some  valuable  insight  into  this  problem.  I  re- 
gret that  some  of  you  have  been  victims  of  questionable  sales  practices;  however, 


I  am  very  hopeful  that  this  Hearing  will  identify  ways  to  help  us  to  adequately  pro- 
tect you  and  other  consumers  from  unscrupulous  sales  tactics. 

Presently,  almost  23.5  million  Americans  suffer  from  hearing  loss,  and  60  percent 
of  these  individuals  are  Seniors.  Because  of  the  excessive  costs  of  the  devices,  only 
a  little  more  than  3^2  million  or  17  percent  of  the  hearing  impaired  population  wear 
hearing  aids.  In  addition,  neither  Medicare  nor  most  insurance  policies  cover  the 
costs  of  hearing  devices. 

Although  the  price  of  hearing  devices  is  of  real  concern  to  me,  I  find  the  lack  of 
safety  regulations  regarding  the  dispensing  of  hearing  aids  to  be  much  more  prob- 
lematic. Because  of  the  lack  of  regulation  in  the  industry,  there  is  considerable 
abuse  in  the  selling  of  hearing  devices — people  with  little  hearing  loss  are  sold  hear- 
ing aids,  and  people  who  cannot  be  helped  by  hearing  aids  are  sold  hearing  devices. 

Both  the  Food  and  Drug  Administration  (FDA)  and  the  Federal  Trade  Commis- 
sion are  responsible  for  regulating  hearing  aids.  It  appears,  however,  that  even 
though  the  FDA  requires  that  consvuners  he  advised  by  the  hearing  aid  dispenser 
to  take  a  doctor's  examination  before  pvu-chasing  a  hearing  device  or  sign  a  written 
waiver  of  the  medical  exam,  there  may  be  misrepresentations  of  the  waivers  to  the 
buyers.  The  FDA  has  found  the  number  of  waivers  to  be  too  high.  I  am  very  pleased 
that  Commissioner  Kessler  of  the  FDA  has  agreed  to  testify  before  this  Committee 
today  because  I  know  that  he  will  be  able  to  enlighten  us  regarding  this  matter  and 
many  other  issues  of  concern. 

Hearing  aids  can  be  dispensed  by  physicians,  audiologists,  or  hearing  aid  dealers 
and  the  laws  vary  for  each  group;  consequently,  there  is  sometimes  considerable 
confusion  in  the  application  of  the  regulations.  Since  the  states  are  primarily  re- 
sponsible for  regulating  the  hearing  aid  industry,  I  am  hopeful  that  this  Hearing 
will  thoroughly  examine  the  manner  in  which  State  Licensing  boards  operate. 

It  is  mv  hope  that  the  President's  health  care  reform  proposal  will  incoroorate 
some  of  this  Hearing's  recommendations  for  the  marketing  of  hearing  aids.  I  want 
to  thank  the  witnesses  for  being  with  us  today  and  I  am  eager  to  hear  your  views 
on  this  issue. 


Prepared  Statement  of  Senator  Don  Riegle 

Mr.  Chairman,  because  this  is  my  first  hearing  as  a  member  of  the  Aging  Com- 
mittee, I  wovild  just  like  to  say  that  I  am  delighted  to  be  a  member  of  this  commit- 
tee and  look  forward  to  worlung  with  Chairman  Pryor  and  the  other  members  of 
this  committee  on  the  very  important  issues  facing  elderly  Americans.  Our  senior 
citizens  have  contributed  a  great  deal  to  this  country;  they  have  made  this  nation 
great.  We  have  a  responsibiTity  to  make  sure  that,  in  these  volatUe  times,  we  give 
all  consideration  to  tneir  needs  and  concerns.  This  issue  that  we  consider  today — 
consumer  protection  in  the  hearing  aid  market — is  one  that  is  of  major  concern  to 
many  seniors  and  I  commend  the  chairman  for  looking  into  this  important  issue. 

I'd  Uke  to  welcome  Robin  Holm,  who  is  here  from  Livonia,  Michigan  on  behalf  of 
the  International  Hearing  Society.  The  Society,  which  is  headquartered  in  Livonia, 
represents  hearing  aid  dispensers  from  all  over  the  United  States.  I  appreciate  her 
willingness  to  come  and  tell  us  about  their  work  and  concerns  in  this  area. 

I  understand  the  concerns  the  Food  and  Drug  Administration  has  raised  about  in- 
suring that  people  with  hearing  impairments  get  proper  care,  and  I  also  understand 
that  hearing  aid  dispensers  play  an  important  role  in  the  hearing  industry.  I'm  look- 
ing forward  to  worlung  together  to  develop  a  new  policy  that  addresses  the  hearing 
needs  of  people  with  hearing  impairments  and  maintains  an  appropriate  role  for 
hearing  aid  (fispensers. 


Prepared  Statement  of  Senator  Alan  K.  Simpson 

I  commend  my  Mends  and  colleagues  Senators  Pryor  and  Cohen  for  holding  to- 
day's hearing  on  problems  in  the  hearing  aid  industry.  Senator  Cohen's  staff  has 
been  particulariy  involved  in  examining  the  issues  surrounding  hearing  loss  in  older 
Americans  and  the  hearing  aid  industry.  I  want  to  applaud  them  for  bringing  this 
issue  to  the  attention  of  the  Committee.  I  understand  that  the  Committee  has  not 
held  a  hearing  on  the  hearing  aid  industry  since  the  early  70's.  We  are  long  overdue 
for  another  look  into  the  industry,  consumer  concerns  about  the  industry  including 
misleading  advertising,  and  questionable  sales  practices  of  hearing  aids,  and  Gov- 
ernment regulation  of  the  industry. 

Hearing  impairment  can  seriously  affect  the  safety,  and  quality  of  life  of  older 
Americans.  Older  American's  purchase  almost  65  percent  of  all  hearing  aids.  How- 
ever, hearing  loss  is  a  disability  that  we  rarely  pay  attention  to  unless  it  affects  us 


personally  or  becomes  an  aggravation  when  someone  we  are  close  to  can  not  hear 
as  well  as  they  used  to.  It  is  interesting  to  note  that  only  17  percent  of  the  hearing 
impaired  popiilation  wears  a  hearing  aid  (3.8  million).  The  most  hkely  reason  for 
this  is  the  lack  of  reimbursement  under  Medicare  and  private  insurance  policies  for 
hearing  aids.  Hearing  aids  can  become  a  very  expensive  proposition  for  an  older  per- 
son on  a  fixed  income.  That's  why  it  is  imperative  to  look  into  allegations  of  im- 
proper sales  practices  and  inadequate  enforcement  of  standards  in  the  sales  of  hear- 
ing aids.  However,  we  cannot  lose  sight  of  the  fact  that  there  are  many  legitimate 
manufacturers  and  dispensers  of  hearing  aids  out  there  and  only  a  few  unethical 
folks  can  ruin  the  reputation  of  an  entire  industry. 

I  am  particularly  concerned  about  the  lack  of  enforcement  by  the  FDA  and  State 
governments  in  regulating  the  sales  and  marketing  of  hearing  aids,  and  I  look  for- 
ward to  hearing  testimony  from  Dr.  David  Kessler,  Commissioner  at  the  FDA.  In 
addition,  I  am  interested  in  hearing  from  the  AARP  on  their  constuner  satisfaction 
survey  and  feedback  they  received  from  their  request  for  letters  on  people's  experi- 
ences with  their  hearing  aids. 

1  look  forward  to  hearing  from  todays  witnesses  and  thank  the  Committee  Chair- 
men for  holding  this  hearing  today  on  this  important  topic. 

Senator  Simpson  submitted  questions  for  witnesses  at  Aging  Committee  hearing:  i 

Dr.  Mildred  Dkon,  Vice  President,  AARP 

Question.  Am  I  correct  in  understanding  that  the  AARP  sells  hearing  aids  through 
its  pharmacies? 

Question.  If  so,  can  you  tell  me  it  people  who  bought  hearing  aids  through  the 
AARP  were  any  more  or  less  satisfied  than  other  respondents  to  your  consiuner  sur- 
vey? 

Question.  In  your  written  testimony,  you  recommended  that  a  30-day  return  pe- 
riod should  be  required  for  the  sale  of  all  hearing  aids.  Do  AARP  pharmacies  have 
such  a  policy  and,  if  so,  do  they  make  sure  that  customers  are  fiilly  informed  that 
they  have  the  option  of  returning  the  hearing  aid  within  30  days? 

Question.  What  type  of  "hearing  evaluation"  shoiild  a  customer  expect  to  receive 
at  an  AARP  pharmacy?  Are  these  evaluations  always  performed  oy  a  certified 
audiologist — as  you  recommended  in  your  testimony? 

Question.  When  the  AARP  sisked  its  members  to  provide  "consumer  feedback"  on 
hearing  aids  in  the  September  1991  issue  of  AARP  Bulletin,  was  this  done  in  such 
a  way  as  to  elicit  responses  fi:t)m  all  readers  or  only  from  those  who  were  dissatis- 
fied? 

Question.  Can  you  tell  me  anything  about  the  nature  of  the  responses  the  AARP 
received  fi:t)m  my  home  state  of  Wyoming?  Did  the  results  vary  significantly  in  dif- 
ferent regions  of  the  country? 

Question.  In  your  written  testimony,  you  stated  that  only  3.78  million  Americans 
wear  hearing  aids,  but  that  there  are  estimated  to  be  23.5  milUon  Americans  with 
hearing  loss.  It  seems  to  me  that  it  would  be  very  difficult  to  make  such  an  esti- 
mation unless  these  people  have  actually  received  hearing  evaluations.  How  was  the 
figure  of  23.5  million  arrived  at?  Is  it  based  on  sound  medical  evidence  or  is  it  most- 
ly speculation? 

Dr.  David  Kessler,  Commissioner,  Food  and  Drug  Administration 

Question.  It  seems  that  the  FDA  has  paid  very  little  attention  to  the  hearing  aid 
industry  until  the  last  year  and  a  half.  Now  we  have  seven  manufacturers  who  nave 
received  warnings  from  the  FDA  about  their  advertising  claims.  Why  the  sudden  in- 
terest? Are  their  advertising  claims  less  truthful  now  tiian  they  were  five  or  ten 
years  a^o?  What  has  changed? 

Question.  Can  you  spell  out  precisely  what  you  wovdd  like  the  manufacturers  to 
demonstrate  in  clinical  trials?  What  kind  of  data  are  you  looking  for? 


Prepared  Statement  of  Senator  Dave  Durenberger 

Thank  you,  Mr.  Chairman,  for  holding  this  hearing  today  on  the  hearing  aid  mar- 
ketplace. Hearing  aids  are  one  of  the  most  widely  used  assistive  devices,  and  as 
such,  effect  a  large  number  of  people,  particularly  the  elderly.  I  welcome  the  oppor- 
tuni^  to  explore  the  concerns  of  consvuners,  providers,  the  industry,  and  tJie  FDA. 

A  very  small  percentage  of  people  who  need  hearing  aids  actually  have  them.  Out 
of  approximately  26  million  Americans  who  suffer  hearing  loss,  only  5  million  have 
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hearing  aids.  There  are  many  reasons  why  people  do  not  get  hearing  aids:  vanity, 
denial,  cost,  etc.  I  would  hope  that  anything  that  we  do  would  not  erect  more  bar- 
riers to  obtaining  hearing  aids,  given  the  fact  that  so  few  people  who  could  be 
helped  by  hearing  aids  actually  have  them.  At  the  same  time,  we  want  to  ensvire 
that  hearing  aid  devices  are  safe  and  appropriately  dispensed,  and  that  sales  stand- 
ards are  met  and  properly  enforced. 

We  must  also  consider  this  issue  in  a  broader  context.  We  are  just  beginning  a 
process  of  debating  how  our  health  care  system  ■wUl  be  reformed.  Simultaneously, 
States,  providers,  and  payers  are  trying  to  design  systems  that  will  provide  health 
care  services  at  lower  costs,  with  an  emphasis  on  prevention,  access,  and  less  spe- 
cialized providers. 

We  need  to  be  very  aware  of  how  changes  in  this  industry  will  effect  health  care 
reforms,  costs,  and  ciirrent  attempts  by  States  to  initiate  change  before  broader 
health  reforms  are  imposed.  Are  we  liiniting  or  expanding  access  to  care?  Are  we 
finding  alternatives  that  will  provide  care  at  a  lower  cost?  Are  we  preserving  or  im- 
proving the  quality  of  the  services  our  current  system  provides,  or  losing  it  alto- 
gether? 

This  is  the  context  in  which  I  believe  we  should  examine  this  issue,  and  indeed, 
any  issue  related  to  health  care.  Thank  you,  again,  Mr.  Chairman  for  this  oppor- 
tunity. 


Prepared  Statement  of  Senator  Larry  E.  Craig 

Mr.  Chairman,  thank  you  for  conducting  this  hearing  concerning  the  marketing 
of  hearing  aid  devices.  I  must  admit  that  wnen  this  issue  first  came  up,  I  was  rather 
svuprised  because  I  had  not  been  contacted  by  any  Idahoans  expressing  concerns  or 
problems  in  this  area.  In  fact,  my  experience  has  been  just  the  opposite.  On  a  per- 
sonal note,  I  have  known  a  nimiber  of  seniors  who  experienced  dramatic  improve- 
ment in  their  quality  of  life  by  making  the  decision  to  purchase  a  hearing  tdd  device. 

As  I  understand,  there  have  been  complaints  fi'om  some  consumer  groups  that 
problems  do  exist.  I  look  forward  to  hearing  those  comments,  and  comments  fi-om 
industry  as  to  what  these  problems  may  be,  and  how  they  can  best  be  resolved.  In 
looking  through  some  of  the  material  on  this  issue,  there  seems  to  be  a  need  for 
more  information  and  education  on  the  choice  of  product,  fitting  and  use — something 
that  the  industry  appears  willing  to  provide.  I  am  interested  to  know  the  witnesses' 
thoughts  on  this. 

Mr.  Chairman,  there  may  be  some  unscrupulous  providers  in  this  industry.  Unfor- 
tunately, there  are  unprincipled  people  in  many  industries  who  prey  upon  consum- 
ers. What  we  must  be  ceirefiil  to  avoid  though,  is  harming  the  reputations  of  the 
many  people  who  are  legitimately  providing  a  valuable  service  in  order  to  catch  the 
few  that  are  practicing  tiie  abuses.  Using  a  broad  brush  against  the  hearing  aid  in- 
dustry in  this  issue  would  be  inappropriate. 

It  seems  the  best  way  to  insure  access  to  this  product  and  arm  the  consumer 
against  abuses  is  to  ensvire  they  have  the  information  needed  to  know  what  is  and 
is  not  the  product  they  require. 

While  there  have  been  some  valid  claims  concerning  problems  in  the  hearing  aid 
industry,  I  wovild  also  like  us  to  remember  the  positive  aspects  that  have  improved 
many  people's  Uves  through  the  services  and  availability  of  hearing  aid  devices.  I 
shoxild  again  add  that  I  have  not  heard  any  negative  feedback  from  my  constituents. 
As  a  matter  of  fact,  I  have  received  some  positive  input;  and  the  folks  in  Idaho  are 
always  good  about  letting  me  know  what's  on  their  minds.  It  is  because  hearing  de- 
vices have  helped  so  many  people  that  I  hope  the  problems  that  do  exist  can  be 
readily  resolved. 

Again,  Mr.  Chairman,  I  look  forward  to  the  information  the  witnesses  will  provide 
today.  I  hope  we  can  determine  how  we  can  better  empower  the  individual,  as  a 
consumer,  to  restore  confidence  in  making  these  purchasing  decisions. 

STATEMENT  OF  SENATOR  WILLIAM  COHEN 

Senator  Cohen,  Thank  you  very  much,  Mr.  Chairman,  and  I  ap- 
preciate the  support  that  you  have  given  me  and  the  entire  minor- 
ity staff. 

This  hearing  is  really  a  result  of  the  minority  staff's  investigation 
into  allegations  of  misleading  advertising  and  deceptive  sales  prac- 
tices by  hearing  aid  manufacturers  and  dealers,  and  I  hope  that 
this  hearing  will  help  us  determine  if  there  are  sufficient  safe- 


guards  in  place  to  insure  that  the  pubUc,  especially  older  Ameri- 
cans, can  purchase  hearing  aids  with  full  confidence.  I  want  to 
again  thank  you  for  your  cooperation  in  this. 

Aging  is  a  universal  and  natural  process  that  begins  at  birth  and 
ends  at  death,  and  one  of  the  most  prevalent  health  conditions  as- 
sociated with  the  aging  process  is  hearing  loss.  Estimates  vary,  but 
approximately  30  to  40  percent  of  adults  age  65  and  older  are  hear- 
ing impaired,  a  figure  which  increases  to  50  percent  for  the  individ- 
uals who  are  75  and  older. 

In  fact,  older  adults  purchase  almost  65  percent  of  all  hearing 
aids,  which  are  third  only  to  canes  and  eyeglasses  as  the  most 
widely  used  assistive  devices.  This  is  a  major  consumer  issue  for 
Americans,  particularly  since  hearing  aids  are  not  inexpensive,  and 
they  are  also  not  covered  by  Medicare  or  by  most  private  health  in- 
surance plans. 

The  average  retail  price  of  a  hearing  aid  is  currently  more  than 
$600,  and  since  many  hearing  impaired  individuals  need  two  aids, 
the  out-of-pocket  cost  to  the  consumer  can  run  as  high  as  $2,500 
and  more.  I  am,  therefore,  extremely  concerned  that  some  consum- 
ers are  purchasing  hearing  aids  they  may  not  need,  or  hearing  aids 
they  cannot  use. 

Recently,  a  number  of  hearing  aid  manufacturers  have  come 
under  some  fire  from  the  Food  and  Drug  Administration.  We're 
going  to  hear  this  morning  from  FDA  Commissioner  David  Kessler, 
who  will  talk  about  warnings  that  his  agency  issued  earlier  this 
year  to  seven  major  hearing  aid  manufacturers  and  distributors 
whose  advertising,  promotional,  and  labeling  claims  it  found  to  be 
"misleading  and  unbalanced." 

While  all  seven  manufacturers  have  since  withdrawn  the  offend- 
ing materials,  I  share  the  FDA's  concern  that  they  have  created 
unrealistic  expectations  for  the  performance  of  these  products. 

For  instance,  we  have  an  ad  that's  reflected  in  Chart  1  for  "Mir- 
acle-Ear's Clarifier,"  which  claims  that  the  aid  "automatically  re- 
duces background  noise,"  and  "boosts  speech,  so  you  can  hear  more 
easily  what  people  are  saying,  even  in  noisy  situations,"  and,  it  fur- 
ther claims,  that  the  aid  adjusts  automatically  to  the  volume  of 
sounds  around  you,  so  you  can  walk  from  a  quiet  conversation  in 
one  room,  into  a  loud  room,  without  having  to  manually  adjust 
your  hearing  aid. 

The  other  ad  from  "Beltone's  Clear  Voice,"  which  is  on  Chart  No. 
2,  claims  that  the  "sophisticated  noise-reduction  system  suppresses 
annoying  background  sounds  and  helps  you  hear  voices  clearly, 
even  in  crowded  places  like  restaurants,  airports,  business  meet- 
ings, and  sporting  events." 

Ladies  and  gentlemen,  hearing  aid  technology  is  improving  dra- 
matically, but  no  hearing  aid  in  the  world  will  pick  up  only  those 
sounds  that  people  want  to  hear.  These  ads  and  others  by  major 
manufacturers  were  misleading,  and  they're  simply  not  supported 
by  clinical  data  provided  to  the  FDA. 

Further,  the  ads  imply  that  all  people  using  these  particular  aids 
will  benefit  equally.  This  is  generalization  not  supported  by  any 
scientific  data.  Hearing  loss  is  an  entirely  individual  matter,  and 
no  single  hearing  aid  is  right  for  everyone. 
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The  medical  community  universally  recommends  that  individuals 
considering  the  purchase  of  a  hearing  aid  be  examined  by  a  physi- 
cian to  insure  that  there  are  no  underlying  diseases  or  medical 
problems  that  are  causing  the  hearing  loss,  because  a  hearing  loss 
may  also  be  a  S3rmptom  of  another  medical  problem  that  needs  a 
doctor's  attention.  Therefore,  the  FDA  requires  hearing  aid  dis- 
pensers to  urge  consumers  to  have  an  examination  by  a  physician 
before  ever  purchasing  a  hearing  aid. 

Adult  patients  can,  in  fact,  sign  a  waiver — a.  written  waiver — of 
a  medicad  exam,  but  the  dispenser  is  required  to  advise  them  that 
waiving  is  not  in  their  best  health  interest. 

This  morning,  we're  going  to  hear  from  a  number  of  people  who 
will  testify  that  many  hearing  aid  dealers  are  ignoring  or  misrepre- 
senting this  waiver  to  consumers. 

An  example  of  the  type  of  cases  that  have  come  to  the  attention 
of  my  staff  is  the  case  of  a  legally  blind  and  hearing  impaired  92- 
year-old  woman,  who  received  a  visit  in  her  home  by  a  hearing  aid 
dealer. 

Not  only  did  the  dealer  fail  to  advise  her  that  it  would  be  in  her 
best  interest  to  see  a  physician,  he  literally  put  the  pen  in  her 
hand  and  put  her  hand  on  the  signature  line,  even  after  she  ad- 
vised him  that  she  could  not  read  the  contract.  He  then  filled  out 
her  check  and  helped  her  sign  it. 

Mr.  Chairman,  the  minority  staff  investigation  has  revealed  that 
far  too  many  elderly  consumers  are  being  sold  expensive  hearing 
aids  they  either  cannot  use  or  do  not  need  because  of  the  aggres- 
sive sales  tactics  of  incompetent,  abusive,  and  fraudulent  desders. 

We  have  to  put  an  end  to  these  practices,  both  by  imposing 
stricter  competency  standards  and  licensing  requirements,  and  by 
more  vigorous  enforcement  of  existing  consumer  protection  laws. 
Here  is  a  point  I'd  like  to  make — ^it's  not  that  we  need  more  laws. 
We  have  laws.  They  are  not  being  sufficiently  enforced  in  many 
States. 

In  some  States,  all  that's  required  to  obtain  a  license  to  sell  a 
hearing  aid  is  proof  that  you  are  18,  a  high  school  graduate,  and 
of  good  moral  character.  If  a  test  is  required,  it  is  considered  too 
simple  by  many  experts  in  the  field.  In  fact,  a  few  States  have  no 
requirements  whatsoever. 

The  Committee  staff  has  even  heard  of  instances  where  un- 
trained apprentices  have  been  fitting  and  dispensing  aids  without 
adequate  supervision. 

Clearly,  all  States  must  take  action  to  raise  competency  stand- 
ards through,  for  example,  more  stringent  testing  and  certification 
requirements  by  establishing  requirements  for  continuing  edu- 
cation. We  also  need  to  have  the  State  licensing  boards,  which  are 
charged  with  enforcing  the  discipline  in  the  industry,  become  more 
varied  and  representative  in  their  membership,  and  to  become 
more  proactive  in  protecting  the  consumers'  interests.  This  is  what 
they're  paid  to  do. 

Hearing  loss  can  seriously  affect  older  Americans'  safety,  their 
quality  of  life,  and  their  ability  to  live  independently. 

Perhaps  my  greatest  concern  is  that  the  kind  of  problems  and 
abuses  we'll  hear  about  today  might  discourage  people  who  have 


9 

experienced  a  hearing  loss  from  seeking  help,  and  this  is  just  the 
wrong  message  to  come  from  these  hearings. 

We  want  to  encourage  people  to  seek  hearing  aid  assistance. 

What  we  insist  upon,  however,  is  that  those  who  are  manufactur- 
ing, don't  engage  in  either  misleading  or  false  advertising,  that 
those  who  are  chsirged  with  dispensing  the  assistive  devices,  be 
well-trained,  and  not  engage  in  abusive  and  aggressive  tactics 
which  take  advantage  of  vulnerable  older  citizens. 

Even  though  hearing  loss  can  be  a  natural  part  of  the  aging  proc- 
ess, too  many  people — as  Senator  Pryor  has  indicated — ^fail  to  come 
to  terms  with  it.  No  one  thinks  twice  about  getting  eyeglasses,  but 
there's  a  reluctance,  even  a  sense  of  shame,  about  getting  a  hearing 
aid.  And  while  hearing  loss  may  be  inevitable  for  many  older  per- 
sons, technology — when  it's  appropriately  applied — offers  a  rel- 
atively simple  solution,  and  in  most  cases,  that  loss  is  correctable. 

This  morning's  hearing,  as  the  Chairman  has  indicated,  is  not 
about  professional  turf  battles  or  bashing  hearing  aid  dealers  and 
manufacturers — the  majority  of  whom  I  believe  to  be  caring  and 
competent  professionals — it's  about  quality  of  care,  about  quality  of 
life,  and  I  hope  that  this  hearing  will  produce  the  kind  of  beneficial 
results  that  will  be  of  use  to  many,  many  people  who  will  be  watch- 
ing the  hearings. 

Thank  you,  Mr.  Chairman. 

The  Chairman.  Thank  you.  Senator  Cohen,  and  I  want  to  thank 
you  and  also  your  staff  for  the  real  commitment  that  you  have 
made  to  this  hearing  and  also  the  contribution  you've  made  leading 
up  to  this  hearing. 

I  have  an  announcement;  I  think  it's  pretty  timely. 

We  have  sound  amplification  headsets  that  are  available  to  any 
member  of  the  audience,  or  we  have  audio  loops  that  are  available 
per  your  request. 

The  lady  right  over  here  is  in  charge  of  dispensing  these,  and  I 
think  it  takes  a  driver's  license  cr  a  credit  card  to  check  these  de- 
vices out.  We're  not  trying  to  sell  them  this  morning;  we  want  you 
to  know  that,  but  we  are  going  to  put  them  on  loan  to  you. 

Senator  Kohl  from  Wisconsin. 

STATEMENT  OF  SENATOR  HERB  KOHL 

Senator  Kohl.  All  right.  Well,  I  thank  you,  Senator  Pryor,  and 
also  you,  Senator  Cohen,  for  holding  this  hearing  on  concerns  over 
possible  deceptive  practices  in  the  hearing  aid  industry. 

In  fact,  it  was  only  1  month  ago  that  I  presided  over  a  related 
field  hearing  on  behalf  of  this  Committee  entitled,  "Health  Care 
Fraud  as  it  Affects  the  Aging." 

On  that  occasion,  we  heard  testimony  concerning  alleged  decep- 
tive marketing  practices  related  to  other  medical  devices  and  serv- 
ices. 

I  mention  this  because  it  represents  a  disturbing  trend  that  we 
continue  to  see  in  many  areas  of  health  care — ^that  being  the 
targeting  of  our  senior  population  for  medical  devices  they  may  not 
need,  or  devices,  in  fact,  that  may  not  at  all  work  as  promised. 

The  General  Accounting  Office  now  tells  us  that  our  Nation  loses 
10  percent  of  its  health  care  dollars  to  wasteful  practices.  Based  on 
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their  estimate,  we  could  lose  up  to  $90  billion  of  our  precious 
health  care  dollars  this  year  alone. 

Whether  these  abuses  involve  hearing  aids,  prescription  drugs,  or 
in-home  nursing  care,  these  are  practices  that  simply  have  to  he 
stopped. 

This  is  not  to  say  that  I  am  making  any  pre-judgments  about  to- 
day's hearing.  Like  all  of  you,  I  want  to  listen  to  the  testimony  and 
reserve  judgment  until  the  facts  are  in. 

Like  so  many  areas  of  the  health  care  industry,  I  am  sure  that 
most  who  deal  with  hearing  problems  are  caring,  honest,  and  pro- 
fessional people.  But  there  are  always  a  few  who  desire  to  make 
a  quick  dollar  at  the  expense  of  those  in  need  of  medical  help,  and 
especially  at  the  expense  of  our  senior  citizens. 

I  do  hope  that  in  the  course  of  deliberating  this  issue,  our  Com- 
mittee and  related  Federal  agencies  like  the  FDA  will  look  care- 
fully at  how  States  deal  with  these  concerns.  I  can  say  that  in  my 
own  State  of  Wisconsin,  we  do  have  a  review  board  within  our  De- 
partment of  Professional  Regulation,  and  that  board  specifically 
deals  with  hearing  impairment  issues. 

Unlike  many  States,  the  Wisconsin  board  does  include  citizen 
members,  so  the  interests  of  consumers  are  represented,  and  not 
just  those  of  industry  professionals. 

I'm  also  concerned  about  the  possibility  of  changing  FDA  rules 
so  that  physician  exams  would  be  required  prior  to  all  hearing  aid 
purchases.  Currently,  as  we  know,  patients  may  waive  that  exam, 
and  I  have  some  worry  that  making  examinations  mandatory  will 
only  add  to  the  out-of-pocket  financial  burden  of  patients,  since 
most  hearing  aids  and  exams  are  not  covered  through  Medicare  or 
other  insurance. 

I'm  also  troubled  by  the  concept  of  just  limiting  hearing  exams 
to  physicians.  In  Wisconsin,  we  have  strict  licensing,  testing,  and 
professional  competency  standards  for  all  hearing  professionals,  in- 
cluding Hearing  Instrument  Dispensers,  Audiologists,  and  Speech 
Pathologists.  These  are  highly  trained  people  who  are  capable  of 
conducting  thorough  hearing  examinations,  and  in  the  rare  cases 
of  abuse,  our  professional  review  board  takes  disciplinary  action 
and  revokes  licenses. 

In  short,  let  us  look  at  what  some  States  are  doing  successfully 
before  we  necessarily  add  more  Federal  regulation. 

Once  again,  Mr.  Chairman  and  Senator  Cohen,  thank  you  for 
holding  this  hearing,  and  I  look  forward  to  hearing  from  the  wit- 
nesses. 

The  Chairman.  Thank  you.  Senator  Kohl. 

One  of  our  very  fine  and  outstanding  members  of  this  Commit- 
tee— Senator  KohJ  of  Wisconsin,  we  thank  you. 

We  are  going  to  call  our  first  panelists  now.  Mr.  Miles  Kidd  and 
Doris  Lomax,  would  you  please  come  to  the  witness  table? 

Senator  Cohen.  Mr.  Chairman,  I'm  told  that  Mr.  Kidd  and  our 
witnesses  from  West  Virginia  arrived  very  late  last  evening  and 
have  not  arrived  yet  this  morning.  I  am  prepared  to  read  a  state- 
ment pertaining  to  Mr.  Hassel  Baldwin  and  also  Mr.  Bernard  Rob- 
erts, who  will  be  supportive  of  Mr.  Kidd  when  he  arrives. 

The  Chairman.  I  see.  It  is  my  understanding  also  that  it's  pos- 
sible that  Ms.  Lomax  may  want  to  be  called  upon  first. 
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Is  that  all  right? 
Ms.  LOMAX.  Yes. 

The  Chairman.  Fine.  Ms.  Lomax,  we  would  like  to  hear  from  you 
now. 

STATEMENT  OF  DORIS  H.  LOMAX,  TAMPA,  FL 

Ms.  Lomax.  Thank  you. 

The  Chairman.  We  appreciate  you  coming,  by  the  way.  On  behalf 
of  the  Committee,  we  thank  you  very  much. 

Ms.  Lomax.  It's  an  honor,  and  I  want  to  thank  the  Committee 
for  inviting  me  to  testify  here  today  about  my  experiences  as  a 
consumer  tester  in  a  hearing  aid  shopping  test. 

My  name  is  Doris  Lomax.  I  am  a  65-year-old  widow  living  alone 
in  Tampa,  Florida.  I'm  a  retired  licensed  practical  nurse,  currently 
doing  volunteer  work  for  Catholic  charities  and  the  Senior  Com- 
panion Program. 

Because  my  income  is  relatively  low,  I  need  to  watch  my  ex- 
penses very  carefully.  My  rental  payment  is  subsidized  under  Sec- 
tion 8  of  the  Housing  Program. 

Last  fall,  I  participated  in  a  volunteer  hearing  aid  shopping  test 
commissioned  by  the  American  Association  of  Retired  Persons.  I 
was  recruited  by  Dr.  Margaret  Wylde  of  the  Institute  of  Technology 
Development  in  Oxford,  Mississippi. 

Dr.  Wylde  is  an  audiologist  who  tested  my  hearing,  and  spent  a 
day  training  all  the  consumer  testers  in  preparation  for  what  they 
called  "the  shopping  experience  study."  I  cannot  describe  the  over- 
all findings  of  the  AARP  study,  but  I  can  describe  what  happened 
to  me. 

During  September  and  October  of  1992,  I  visited  11  different 
hearing  aid  sales  facilities  in  Tampa.  Most  of  the  people  who  exam- 
ined my  hearing  were  hearing  aid  specialists.  At  other  sites,  an 
audiologist  examined  me. 

There  were  two  of  us  who  visited  each  site  as  a  team.  Only  I  had 
my  hearing  checked  at  each  site,  but  both  of  us  wrote  down  what 
happened  after  each  visit. 

When  I  started  this  project,  I  had  no  idea  what  to  expect.  Back 
then,  I  would  have  simply  looked  in  the  Yellow  Pages  under  hear- 
ing aids  for  the  nearest  location. 

After  visiting  11  hearing  aid  sales  operations  and  learning  what 
is  required,  I  wouldn't  go  back  to  have  my  hearing  checked  at  most 
of  these  sites.  In  general,  they  seem  to  be  more  interested  in  selling 
me  an  aid  than  considering  my  situation  and  me  as  a  person. 

The  prices  quoted  to  me  for  aids  ranged  from  $550  to  more  than 
$3,500  for  two. 

I  do  have  a  slight  hearing  loss.  My  condition  is  what  is  called  a 
mild  frequency  loss,  and  I  am  a  borderline  candidate  for  a  hearing 
aid.  An  aid  might  help  me,  but  the  expense  is  considerable,  given 
the  fact  that  I  don't  have  a  lot  of  difficulty  in  hearing. 

I  have  no  trouble  talking  on  the  phone,  and  can  hear  most  con- 
versations. The  only  difficulty  I  have  is  hearing  in  a  noisy  condi- 
tion. 

My  11  hearing  evaluations  varied  in  length  from  20  minutes  to 
an  hour  and  20  minutes.  Based  on  the  training  we  received,  I  knew 
exactly  what  tests  should  have  been  conducted. 


12 

The  State  of  Florida  specified  what  should  take  place  in  a  hear- 
ing aid  evaluation.  I  was  surprised  at  the  number  of  practitioners 
who  didn't  follow  these  procedures. 

At  two  sites,  my  audiometric  evaluation  consisted  of  only  pure 
tone  air  tests.  Both  pure  tone  air  and  bone  tests  are  required,  but 
the  bone  test  wasn't  provided.  At  three  facilities  recommending  I 
buy  an  aid,  I  was  not  provided  all  the  other  required  tests. 

At  all  but  three  sites,  a  soundproof  booth  was  used  for 
audiometric  testing.  In  two  of  the  remaining  three  sites,  a  quiet 
room  was  used. 

At  one  facility;  however,  there  was  no  soundproof  booth,  and 
even  though  the  room  was  called  a  quiet  room,  it  wasn't.  I  couldn't 
hear  the  test  tones  for  the  noise  of  passing  traffic,  car  horns,  tele- 
phones ringing,  the  air  conditioner,  and  people  talking. 

I  complained  about  this  to  the  evaluator,  and  he  answered,  "You 
are  not  going  to  use  your  aid  only  in  a  quiet  room  are  you?" 

Only  3  of  the  11  evaluators  recommended  that  it  was  in  my  best 
interest  to  see  a  doctor  before  bu3dng  an  aid. 

There  were  eight  evaluators  who  I  felt  were  honest  with  me. 
Three  told  me  I  didn't  need  an  aid,  five  said,  "Yes" —  that  I  do  have 
a  small  loss,  but  given  my  financial  situation,  an  aid  may  not  help 
that  much.  They  would  sell  me  one  if  I  wanted  it,  but  they  rec- 
ommended that  I  come  back  in  a  year  to  be  retested. 

Three  practitioners  told  me  I  needed  an  aid  right  now,  if  not 
sooner.  One  salesman  was  a  factory  representative  who  was  only 
there  for  1  day.  He  offered  me  a  20-percent  discount  on  a  pair  of 
hearing  aids  that  sold  for  $3,500  if  I  bought  them  then. 

Another  told  me  my  right  ear  canal  was  collapsing,  and  that  I 
needed  an  aid  right  away  to  correct  that  condition.  It's  interesting 
that  no  other  evaluator  found  this  condition,  nor  did  Dr.  Wylde  in 
her  otoscopic  examination. 

I  am  told  that  even  if  my  canal  were  collapsing,  there  were  far 
less  costly  remedies  than  buying  an  aid. 

Seven  facilities  offered  free  hearing  tests.  I  was  instructed  to  ask 
for  a  copy  of  my  audiogram  at  each  site.  A  dispenser  at  one  of  these 
sites  told  me  I  could  have  a  copy  of  my  test  results  only  if  I  paid 
$25. 

Because  of  my  limited  income,  I  told  one  dispenser  that  I  would 
have  difficulty  paying  $500  or  more  for  an  aid.  I  was  told  that  it 
didn't  make  any  sense  to  buy  a  cheap  hearing  aid;  it  would  only 
end  up  in  my  dresser  drawer,  £ind  I  needed  the  more  expensive  aid. 

Another  facility  was  involved  in  what  I  believe  to  be  a  "bait  and 
switch"  operation.  When  I  was  tested,  I  was  told  I  needed  a  $500- 
$600  aid. 

Within  days  of  my  exam;  however,  this  facility  ran  an  ad  in  the 
paper  with  a  $249  hearing  aid.  I  called  an  asked  why  I  wasn't  of- 
fered this  aid.  The  answer  was,  the  cheaper  aid  wouldn't  work  for 
me  because  it  only  amplified  a  little  bit. 

One  audiologist  tested  my  hearing,  and  quoted  me  a  price  of  $50 
for  the  test.  However,  she  also  performed  what  is  called  a  tjrmpanic 
test,  and  added  $15  to  the  cost  without  telling  me  of  it. 

Thank  you,  again,  for  allowing  me  to  share  my  experience  with 
this  Committee.  I'd  be  happy  to  answer  questions. 

[The  prepared  statement  of  Ms.  Lomax  follows:] 
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statement  of 
Doris  H.  Lomax 
Tampa,  Florida 
Consumer  Tester 

I  want  to  thanX  the  committee  for  inviting  me  to  testify 
here  today  about  my  experiences  as  a  consumer  tester  in  a  hearing 
aid  shopping  test.   My  name  is  Doris  H.  Lomax  and  I  am  a  65  year 
old  widow,  living  alone  in  Tampa,  FL.   I  am  a  retired  Licensed 
Practical  Nurse  currently  doing  volunteer  work  for  Catholic 
Charities  and  a  program  called  Senior  Companion.   Because  my 
income  is  relatively  low,  I  need  to  watch  my  expenses  very 
carefully.   My  rental  payment  is  subsidized  under  the  Section  8 
housing  program. 

Last  fall  I  participated  in  a  volunteer  hearing  aid  shopping 
test  commissioned  by  the  American  Association  of  Retired  Persons. 
I  was  recruited  by  Dr.  Margaret  Wylde  of  the  Institute  of 
Technology  Development  (ITD)  in  Oxford,  MS.   Dr.  Wylde  is  an 
audiologist  who  also  tested  my  hearing  and  spent  a  day  training 
all  the  consiuner  testers  in  preparation  for  what  they  called  a 
shopping  experience  study.   It  is  my  understanding  that  AARP  is 
releasing  a  report  containing  the  overall  results  of  this  study 
later  in  this  hearing.   I  cannot  describe  the  overall  findings, 
but  I  can  describe  what  happened  to  me. 

During  September  and  October  of  1992,  I  visited  11  different 
hearing  aid  sales  facilities  in  Tampa.   Each  site  was  different. 
Host  of  the  people  who  examined  my  hearing  were  what  are  called 
hearing  aid  specialists.   At  the  other  sites,  an  audiologist 
examined  me.   There  were  two  of  us  who  visited  each  site  as  a 
team.   Only  I  had  my  hearing  checked  at  each  site,  but  both  of  us 
wrote  down  what  happened  after  each  visit. 

When  I  started  this  project,  I  had  no  idea  what  to  expect. 
Back  then,  I  would  have  simply  looked  in  the  Yellow  Pages  under 
hearing  aids  for  the  nearest  location.   After  visiting  ll  hearing 
aid  sales  operations  and  learning  what  is  required,  I  wouldn't  go 
back  to  have  my  hearing  checked  at  most  of  these  sites.   In 
general,  they  seemed  to  be  more  interested  in  selling  me  an  aid 
than  considering  my  situation  and  me  as  a  person.   The  prices 
quoted  to  me  for  aids  ranged  from  $550  to  more  than  $3500  for 
two. 
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I  do  have  a  slight  hearing  loss.   My  condition  is  what  is 
called  a  mild  high  frequency  loss  and  I'm  a  borderline  candidate 
for  a  hearing  aid.   An  aid  might  help  me,  but  the  expense  is 
considerable  given  the  fact  that  I  don't  have  a  lot  of  difficulty 
in  hearing.   I  have  no  trouble  talking  on  the  phone  and  can  hear 
most  conversations.   The  only  difficulty  I  have,  is  hearing  in  a 
noisy  conditions. 

My  11  hearing  evaluations  varied  in  length  from  20  minutes 
to  an  hour  and  2  0  minutes.   Even  without,  in  a  number  of 
instances,  conducting  all  the  required  tests,  eight  of  the  11 
practitioners  recommended  that  I  need  an  aid.   Five  of  these 
indicated  it  was  up  to  me  whether  or  not  I  needed  an  aid.   Three 
said  I  needed  an  aid  right  away. 

Based  on  the  training  we  received,  I  knew  exactly  what  tests 
should  have  been  conducted.   The  state  of  Florida  specifies  what 
should  take  place  in  a  hearing  evaluation.   I  was  surprised  at 
the  number  of  practitioners  who  didn't  follow  these  procedures. 
For  example,  in  one  site,  the  evaluator  never  examined  my  ears 
with  an  otoscope.   He  wouldn't  know  if  I  had  too  much  ear  wax  or 
even   possibly  a  medical  problem. 

At  a  second  site,  the  evaluator  used  a  pen  light  to  examine 
my  ears  not  an  otoscope,  when  I  say  pen  light,  I  mean  something 
you  can  buy  at  any  drugstore. 

At  two  sites,  my  audiometric  evaluation  consisted  of  only 
pure  tone  air  tests.   Both  pure  tone  air  and  pure  tone  bone  tests 
are  required  but  the  bone  test  wasn't  provided.   I  didn't  ask  why 
this  test  or  others  wasn't  provided  because  I  didn't  want  the 
evaluator  to  become  suspicious  about  me.   I  was  instructed  to  act 
like  a  naive,  first-time  buyer. 

At  three  facilities  recommending  I  buy  an  aid,  I  was  not 
provided  all  the  other  required  tests  such  as  speech 
discrimination,  speech  recognition,  and  most  comfortable  loudness 
even  though  they  recommended  an  aid  to  me. 

In  only  a  few  instances  did  the  evaluators  explain  to  me 
what  was  going  on  or  why  each  test  was  important.   To  find  out 
anything,  I  always  had  to  ask  questions.   I  guess  each  buyer  must 
determine  for  himself /herself  why  such  tests  are  important. 
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At  all  but  three  sites,  a  sound  proof  booth  was  used  for 
audiometrlc  testing.   In  two  of  the  remaining  three  sites  a 
"quiet"  room  was  used.   At  these  two  sites,  the  rooin  actually  was 
quiet  and  I  could  hear  the  electronic  tones.   At  one  facility, 
however,  there  was  no  sound  proof  booth  and  even  though  the  room 
was  called  a  "quiet"  room,  it  wasn't.   I  couldn't  hear  the  test 
tones  for  the  noise  of  passing  traffic,  car  horns,  a  telephone 
ringing,  the  hum  of  an  air  conditioner,  and  people  talking.   I 
complained  about  this  to  the  evaluator.   He  answered  "you're  not 
going  to  use  your  aid  only  in  a  quiet  room,  are  you?" 

Only  three  of  the  11  evaluators  recommended  that  it  was  in 
my  best  interest  to  see  a  doctor  before  buying  an  aid.   The  other 
eight  never  even  raised  the  question. 

Finally,  let  me  discuss  some  of  the  statements  made  to  me  by 
these  hearing  evaluators.   Two  practitioners  told  me  an  aid  was 
unnecessary  at  this  time.   Five  recommended  an  aid  but  left  it  up 
to  me  to  decide  if  I  really  needed  one  but  that  I  should  continue 
to  monitor  the  situation  and  come  back  in  a  year  for  further 
tests . 

Three  practitioners  told  me  I  needed  an  aid  right  now  if  not 
sooner.   One  salesman  claimed  he  was  a  factory  representative  who 
was  there  only  for  the  day.   He  offered  me  a  20  percent  discount 
on  a  pair  of  hearing  aids  that  sold  for  $3500. 

Another  told  me  my  right  ear  canal  was  collapsing  and  that  I 
needed  an  aid  right  away  to  correct  that  condition.   It's 
interesting  that  no  other  evaluator  found  this  condition,  nor  did 
Dr.  Wylde  in  her  otoscopic  examination.   I  am  told  that  even  if 
my  canal  were  collapsing,  there  are  far  less  costly  remedies  than 
buying  an  aid. 

Seven  facilities  offered  "free"  hearing  tests.   I  was 
instructed  to  always  ask  for  a  copy  of  my  audiogram  at  each  site 
(an  audiogram  is  a  record  of  my  hearing  levels  at  different 
frequencies) .   A  dispenser  at  one  of  these  sites  told  me  I  could 
have  a  copy  of  the  audiogram  only  if  I  paid  $25. 

At  one  site,  the  examiner  was  different  from  the  salesman 
who  saw  ne  after  the  evaluation.   The  salesman  said  he  was  a 
factory  rep  who  was  on  site  that  day.   He  told  me  I  needed  two 
hearing  aids  right  away  and  had  to  place  the  order  that  day 
because  he,  the  factory  rep,  wouldn't  be  back  for  three  months. 
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The  cost  of  each  aid  was  $2000  but  he  could  get  me  two  for  $3500 
and  a  20  percent  discount  on  top  of  that  If  I  bought  that  day. 
Both  of  these  aids  are  what  are  called  programmable  aids. 

Because  of  my  limited  income,  I  told  one  dispenser  that  I 
would  have  difficulty  paying  $500  or  more  for  an  aid.   I  was  told 
it  made  no  sense  to  buy  a  cheap  hearing  aid.   It  would  only  "end 
up  in  your  dresser  drawer."   You  need  the  more  expensive  aid. 

Another  facility  was  involved  in  what  I  believe  to  be  a 
"bait  and  switch"  operation.   When  I  was  tested,  I  was  told  I 
needed  a  $500  to  600  aid.   Within  days  of  my  exam,  however,  this 
facility  ran  an  ad  in  the  paper  with  a  $249.50  hearing  aid.   I 
called  and  asked  why  X  wasn't  offered  the  cheaper  aid.   The 
answer  was,  the  cheaper  wouldn't  work  for  me  because  it  only 
amplified  a  little  bit. 

Few  of  the  evaluators  offered  me  a  trial  period  with  a  new 
aid  unless  I  asked  for  it.  When  I  asked,  most  offered  some  form 
of  trial  but  each  seller  was  different.  Some  offered  to  refund 
all  but  $75  to  $100.  Others  said  they  would  refund  some  money. 
Some  also  said  they  weren't  worried  about  a  refund  because  they 
were  sure  I  would  like  the  aid. 

One  audiologist  tested  my  hearing  and  quoted  me  a  price  of 
$50  for  the  test.  However,  she  also  performed  what  is  called  a 
tympanic  test  and  added  $15  without  telling  me  that  in  advance. 

There  were  eight  evaluators  who  I  felt  were  honest  with  me. 
Three  told  me  I  didn't  need  an  aid.   Five  said  that  yes  I  do  have 
a  small  loss,  but  given  my  financial  situation,  an  aid  might  not 
help  that  much.   They  would  sell  me  one  if  I  wanted  but  they 
recommended  I  come  back  in  a  year  to  be  retested.   If  at  that 
time  the  need  is  greater,  they'd  be  happy  to  sell  me  one. 

My  advise  to  first-time  buyers:   Be  careful.   I  recommend 
that  consumers  visit  a  physician's  office  (ENT)  to  have  their 
hearing  checked.   At  these  sites,  a  doctor  can  check  your  ears, 
and  there's  almost  always  an  audiologist  on  staff  to  evaluate 
your  hearing.   Second,  ask  questions  about  what  is  happening. 
What  do  the  tests  results  show?   Is  there  a  free  trial  period, 
and  what  kind  of  warranty  is  provided?. 

Thank  you  again  for  allowing  me  to  share  my  experience  with 
this  committee.   I'd  be  happy  to  answer  any  questions. 
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The  Chairman.  Ms.  Lomax,  we  really  appreciate  you  coming  this 
morning.  You've  had  quite  an  experience  here,  and  we  also  appre- 
ciate you  going  to  those  11  separate  sites  and  sharing  this  informa- 
tion with  us,  and  also  AARP  for  sponsoring  those  visits. 

Your  confidence  level  seems  not  to  be  very  high  at  this  point. 

Ms.  Lomax.  No.  It  isn't. 

The  Chairman.  Relative  to  the  purchase  of  a  hearing  aid  and 
being  tested  to  see  if  an  individual  actually  needs  a  hearing  aid. 

Did  you  have  the  opportunity  to  ask  any  of  the  hearing  special- 
ists that  you  dealt  with  about  their  training  or  their  educational 
background? 

Ms.  Lomax.  One  that  I  can  remember — I  was  told  by  a  young 
man  that  he  was  in  training — ^that  he  could  be  trained  on  the  site 
if  the  head  man  was  an  audiologist.  And  he  was  the  one  that  per- 
formed the  test,  and  the  audiologist  wasn't  there. 

The  Chairman.  And  which  of  the  people  told  you  that — I  be- 
lieve— ^was  it  your  eardrum  wais  collapsing,  or  the  canal? 

Ms.  Lomax.  The  wall  of  the  ear  canal  was  collapsing. 

The  Chairman.  And  who  was  that?  Was  that  a  specialist,  or  was 
that  a  hearing  aid  salesperson? 

Ms.  Lomax.  A  specialist. 

The  Chairman.  Now  did  you  actually  see  a  difference  in  the  atti- 
tude of  those  people  who  were  selling  hearing  aids,  versus  those 
people  who  were  actually  trained  to  test  for  any  impaired  hearing? 

Ms.  Lomax.  Yes.  Yes.  There  was  definitely  a  'liard  sell"  atmos- 
phere with  most  of  them.  And  it  had  to  be  done  right  away. 

The  Chairman.  Ms.  Lomax,  did  you  feel  at  any  time  that  be- 
cause— one,  you  are  elderly,  and  two,  that  you  are  somewhat  alone 
and  perhaps  vulnerable,  that  someone  was  attempting  to  take  ad- 
vantage of  you? 

Ms.  Lomax.  I  really  wasn't  alone;  I  had  someone  with  me.  And 
I  was  sure  that  they  were  taking  my  age  into  consideration. 

At  one  point,  I  told  one  of  the  testers  that  I  needed  the  informa- 
tion to  give  to  my  son;  he  was  going  to  purchase  me  a  hearing  aid. 

They  just  said,  "Well,  why  isn't  he  here  then  if  you're  going  to 
give  it  to  him?"  And  I  said,  "Well,  maybe  it's  because  he's  in  At- 
lanta." 

That's  where  he  lives.  So  that  was,  I  thought,  uncalled  for. 

The  Chairman.  But  whether  you  like  your  position  or  not,  you're 
now  one  of  the  foremost  authorities  in  America  on  bu3dng  hearing 
aids  and  being  tested. 

Ms.  Lomax.  Well 

The  Chairman.  We're  very  proud  of  you. 

What  advice  would  you  give  right  now  to  people  who  may  suspect 
some  hearing  loss  or — ^what  advice  would  you  give  to  people  right 
now  in  contemplating  the  ultimate  purchase  of  a  hearing  aid  or 
getting  some  assistance  to  better  their  impaired  hearing? 

Ms.  Lomax.  The  thing  that  I  would  do  if  it  were  affordable  is  go 
to  a  physician — an  ear,  nose,  and  throat  doctor — ^where  I'd  be  sure 
that  he  knew  exactly  what  he  was  doing,  and  get  the  examination. 

They  usually  have  an  audiologist  right  on  the  job  who  does  the 
testing  and  then  if  she  had  seen  my  collapsed  ear  wall,  she  could 
have  consulted  the  physician  right  then.  And  I  would  feel  that  I 
was  getting  a  chance  to  have  a  better  fit  and  a  better  aid. 
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The  Chairman.  All  right.  I'm  going  to  yield  to  Senator  Cohen  at 
this  time.  Thank  you. 

Ms.  LOMAX.  Thank  you. 

Senator  Cohen.  Ms.  Lomax,  what  would  you  do  if  you  couldn't 
afford  it? 

Ms.  Lomax.  I  would  do  without. 

Senator  COHEN.  Rather  than  go  to  a  nonspecialist  or  a 
nonphysician,  you  would  recommend  to  others  who  might  be  watch- 
ing, who  might  have  some  hearing  impairment,  that  they  would  be 
better  off  going  without  than  with  seeking 

Ms.  Lomax.  No.  I  would  think  it  would  be  according  to  what 
their  problem  was. 

In  my  case,  it  wasn't  absolutely  necessary,  so  I  have  started  a 
little  savings  myself  to  work  up  to  the  point  where  I  can  go  back 
and  hopefully  get  what  I  need. 

Senator  CoHEN.  You  come  with  some  special  qualifications — 
you're  a  nurse.  Right? 

Ms.  Lomax.  Well 

Senator  COHEN.  A  retired  nurse.  And  yet  with  your  medical 
background,  when  you  started  out  looking  for  a  hearing  aid,  I  think 
you've  indicated  you  would  have  gone  to  the  "Yellow  Pages." 

Ms.  Lomax.  Probably,  because  I  had  never  considered  what  was 
involved  in  getting  a  hearing  aid. 

Senator  Cohen.  And  I  think  most  people  would  probably  do  the 
same  thing. 

Ms.  Lomax.  I  would  think  so,  or  word  of  mouth. 

Senator  COHEN.  Right.  And  they  may  see  an  ad  on  television. 

Ms.  Lomax.  Yes. 

Senator  CoHEN.  Or  in  the  newspaper. 

Ms.  Lomax.  Yes. 

Senator  Cohen.  Or  one  of  the  magazines,  and  say,  "It  looks  like 
something  for  me." 

So  what  I'm  asking  is,  many  people  may  not  be  able  to  afford  to 
go  to  a  physician 

Ms.  Lomax.  True. 

Senator  Cohen.  There  are  quite  a  few  areas,  in  Wisconsin,  and 
Arkansas,  and  Maine,  where  specialized  physicians  might  not  be 
available.  They  are  in  rural  areas  in  which  they  don't  have  a 
specialist 

Ms.  Lomax.  True. 

Senator  Cohen.  Ear,  nose,  and  throat  physicians — and  what  do 
they  do  at  that  point?  What  would  you  recommend? 

Ms.  Lomax.  Well,  if  they  have  any  way  of  getting  any  informa- 
tion on  how  to  buy  one,  to  do  that  first.  Right  now,  it's  not  really 
that  available. 

And  second,  I  would  probably  just  walk  into  a  place  and  see  what 
they  have  to  offer.  If  they  would  learn  to  ask  questions — ^you  could 
find  a  lot  of  people  who  are  qualified — more  than  qualified — if  you 
can  find  out  what  questions  to  ask  them. 

Now  none  of  the  people  that  I  visited  offered  any  information  on 
warranties  unless  I  asked  them.  None  of  them  ever  said  that  there 
was  a  place  where  you  can  file  complaints,  and  I  had  to  ask  them 
all  about  the  trial  periods.  They  never  volunteered  any  of  this  in- 
formation. 


19 

Senator  Cohen.  Does  Florida  require  a  30-day  trial  period? 

Ms.  LOMAX.  Yes.  I  was  told  that  it's  one  of  their  laws,  but  they 
still  never  offered  it  unless  you  asked. 

Senator  Cohen.  So  basically,  it's  the  responsibility  of  all  of  us — 
AARP,  this  Committee — to  get  out  information  to  the  elderly 
consumer 

Ms.  LOMAX.  To  educate  the  consumer. 

Senator  Cohen.  About  the  kinds  of  questions  they  should 
ask 

Ms.  LoMAX.  Yes.  That's  true. 

Senator  Cohen.  If  they  don't  have  the  resources  to  go  to  a  spe- 
cialized physician  and  they  choose  to  go  to  a  nonspecialist,  such  as 
a  hearing  aid  distributor,  they  should  know  the  types  of  questions 
that  they  should  be  asking  and  the  answers  they  should  insist 
upon. 

Ms.  LOMAX.  I  think  that's  very  necessary — very  necessary. 

Senator  CoHEN.  Well,  Ms.  Lomax,  thank  you  very  much.  You've 
been  very  helpful  in  presenting  your  testimony. 

Ms.  Lomax.  Thank  you.  Thank  you  for  having  me. 

Senator  Cohen.  Thank  you  very  much. 

The  Chairman.  Senator  Kohl. 

Senator  Kohl.  Thank  you  very  much,  Senator  Pryor. 

Ms.  Lomax,  I  just  want  to  read  again  one  brief  paragraph  from 
my  statement  and  ask  you  your  comment  on  it. 

Ms.  Lomax.  Yes? 

Senator  Kohl.  I  said  that  I  was  troubled  by  the  concept  of  just 
limiting  hearing  exams  to  physicians. 

I  said  that  in  Wisconsin,  we  have  strict  licensing,  testing,  and 
professional  competency  standards  for  all  hearing  professionals,  in- 
cluding hearing  aid  salespeople,  audiologists,  and  speech  patholo- 
gists. 

I  said  that  these  are  highly  trained  people  who  are  capable  of 
conducting  thorough  hearing  examinations,  and  that  in  the  rare 
cases  of  professional  abuse,  we  have  a  professional  review  board, 
which  takes  disciplinary  action  and  revokes  licenses. 

Would  you  suggest  that  we  have  this  kind  of  system  in  place  in 
all  50  States? 

Ms.  Lomax.  It  sounds  to  me  like  we  need  it  in  all  50  States,  from 
what  I  have  seen,  and  I  think  it  would  be  one  of  the  greatest  things 
that  could  happen — is  to  have  a  lot  more — ^we  can  make  laws,  but 
if  you  don't  enforce  them,  they  aren't  worth  anything. 

Senator  Kohl.  Yes. 

Ms.  Lomax.  Florida  has  laws,  but  there  is  apparently  no  one 
there  to  check  on  what's  going  on. 

Senator  Kohl.  Yes. 

Ms.  Lomax.  And  I  think  that's  one  of  the  greatest  needs  we 
need — good  laws  and  then  follow  up  on  the  laws. 

Senator  Kohl.  Well,  I  thank  you,  Ms.  Lomax. 

Ms.  Lomax.  Thank  you. 

Senator  Kohl.  Thank  you,  Mr.  Pryor. 

The  Chairman.  Thank  you.  Senator  Kohl. 

Our  friend  from  Vermont  has  just  arrived,  Senator  Jeffords. 

We're  proud  that  you're  here  with  us  this  morning,  and  wonder 
if  you  have  a  statement.  This  is  Ms.  Lomax. 
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Senator  Jeffords.  Grood  morning. 

The  Chairman.  She's  been  to  11  different  sites,  looking  at  hear- 
ing aid  dealers. 

Ms.  LOMAX.  Good  morning. 

The  Chairman.  Trying  to  decide  if  she  has  a  hearing  impair- 
ment. Also,  she's  come  across  with  some,  I  think,  fairly  unscrupu- 
lous people  who  attempted  to  pressure  her  into  buying  hearing  aid 
devices,  so  she's  been  a  fine  witness. 

If  you  have  any  questions  or  desire  to  make  a  statement,  we'll 
call  on  you. 

STATEMENT  OF  SENATOR  JAMES  JEFFORDS 

Senator  Jeffords.  Thank  you,  Mr.  Chairman.  I  do  have  a  state- 
ment, which  I'd  like  to  make  part  of  the  record. 

The  Chairman.  Without  objection,  your  prepared  statement  will 
appear  in  the  record. 

[The  prepared  statement  of  Senator  Jeffords  follows:] 

Prepared  Statement  of  Senator  James  M.  Jeffords 

Mr.  Chairman,  I  am  most  pleased  to  participate  in  the  proceedings  this  morning 
concerning  the  hearing  aid  marketplace.  This  issue  has  been  explored  by  Congress 
and  the  Executive  Branch  a  number  of  times  in  recent  years  but  obviously  impor- 
tant questions  remain.  Now  that  the  .Administration  appears  committed  to  overall 
health  care  system  reform,  I  think  it  most  appropriate  that  we  turn  ovu*  attention 
today  to  the  important  hearing  aid  component. 

I  have  two  special  reasons  lor  paving  particular  attention  to  the  testimony  of  our 
witnesses  today,  all  of  whom  I  thank  for  attending  and  giving  their  time. 

The  first  is  strictly  personal.  While  serving  in  tine  U.S.  Navy  after  my  college  days 
my  ears  took  a  heavy  pounding  from  the  noise  the  big  guns  made  during  readiness 
dnlls.  So  much  so  that  over  the  last  several  years  I  nave  noticed,  and  my  doctors 
have  confirmed,  a  significant  hearing  loss  in  my  left  ear.  I  am  to  be  fitted  with  a 
hearing  device  soon  to  see  if  some  of  the  loss  can  be  corrected. 

So  you  can  see  that  the  questions  to  be  raised  today  about  hearing  impairment, 
quali^  of  Ufe,  marketing  of  hearing  devices,  cost  and  need  for  medical  or  other  eval- 
uation are  not  academic  in  my  case.  I  know  the  importance  of  good  hearing  and  of 
access  to  competent  and  reliable  hearing  care  givers.  I  have  unimpeachable  creden- 
tials, even  though  I  might  not  be  entirely  happy  about  it! 

The  second  special  interest  I  bring  today  relates  to  the  pivotal  role  that  my  State 
of  Vermont  has  been  playing  in  the  hearing  device  delivery  area.  As  most  of  you 
know,  under  FDA  regulation,  a  buyer  must  be  urged  to  have  an  examination  by  a 
physician  before  purchasing  a  hearing  device  and  the  dispenser  of  the  device  must 
obtain  a  written  statement  from  the  purchaser  that  a  medical  examination  has  been 
urged  upon  him  or  her.  However,  a  patient  has  the  right  under  tiie  FDA  regulation 
to  avoid  any  actual  medical  examination  by  simply  signing  a  written  waiver. 

In  1989  Vermont  passed  a  law  which  requires,  among  other  things,  a  physician 
evaluation  for  all  first-time  purchasers  of  hearing  aids,  without  any  possibility  of 
waiver.  The  law  was  passed  because  the  Vermont  legislature  found  that  the  waiver 
provision  of  the  FDA  regulation  was  being  abused  and  that  too  many  patients  were 
receiving  hearing  aids  without  appropriate  medical  evaluation.  In  July  of  1989  the 
Vermont  Attorney  General  requested  an  exemption  from  the  FDA  regulation,  so 
that  the  State  could  avoid  Federal  preemption  and  allow  its  stricter  law  to  go  into 
effect. 

This  "Vermont  petition",  as  it  has  come  to  be  called,  has  not  yet  been  acted  upon 
by  the  FDA,  in  spite  of  the  fact  that  over  four  years  have  elapsed.  This  might  be 
a  positive  sign  in  view  of  the  fact  that  earlier  petitions  by  six  other  States  were  de- 
nied. Nevertheless,  I  think  the  time  has  come  for  action.  Happily  I  am  informed  that 
the  FDA  is  now  preparing  to  act  on  new  regulations,  that  may  in  fact  move  towards 
the  Vermont  position.  I  am  greatiy  looking  forward  to  any  affirmation  or  clarifica- 
tion that  Commissioner  Kessler  might  be  able  to  give  us  today. 

I  am  very  proud  that  Vermont  is  out  front  on  this  important  issue.  Nevertheless 
I  realize  that  valid  questions  remain.  For  example  are  medical  doctors  the  only  pro- 
fessionals who  should  be  qualified  to  make  evaluations  for  purposes  of  hearing  aid 
dispensation?  Will  the  cost  involved  in  an  evaluation,  particularly  a  medical  evalua- 
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tion,  be  too  great  an  impediment  to  access  to  hearing  aids  for  some  people?  Should 
allied  health  professionals  be  used  to  supplement  the  doctors,  particularly  in  rural 
areas  such  as  Vermont  where  access  to  medical  doctors  can  sometimes  be  difficult. 

These  are  some  of  the  questions  I  hope  we  can  address  today.  Others  concern  the 
cost  of  hearing  aids  and  whether  this  cost  should  be  covered  by  Medicare  or  private 
insurance  pohcies  as  they  almost  always  are  not  today.  Misleading  advertising  re- 
sulting in  inappropriate  care  is  still  another. 

As  we  can  see  these  questions  parallel  closely  the  questions  this  Nation  must 
wrestle  with  as  it  undertakes  overall  health  care  reform.  In  the  hearing  aid  arena, 
as  in  the  broader  health  care  arena,  the  basic  query  must  be:  Is  appropriate  care 
getting  to  the  people  who  will  benefit  from  it  most  in  an  efficient  and  reliable  man- 
ner? 

I  look  forward  to  todajr's  hearing  giving  us  more  insight  into  the  answer  or  an- 
swers to  that  question  as  applied  to  hearing  aid  devices. 

Thank  you. 

Senator  Jeffords.  I  am  also  looking  for  a  hearing  aid,  so  I'm 
here  to  listen  to  those  who  have  had  trouble. 

I  know,  our  State  of  Vermont  has  been  very  active  in  this  area, 
in  trying  to  prevent  abusive  people — ^who  are  looking  for  them  and 
trying  to  control  it,  so  I  am  here  to  listen. 

And  due  to  my  late  arrival,  I  will  not  interfere  with  the  process 
by  asking  any  questions. 

The  Chairman.  Well,  we  very  much  appreciate  your  participation 
with  us. 

I'm  going  to  call  now — if  there  are  no  further  questions  for  Ms. 
Lomax,  I'm  going  to — we  are  indebted  to  you. 

And  by  the  way,  would  you  like  to  remain  at  the  witness  table? 

Ms.  Lomax.  Sure. 

The  Chairman.  We  may  find  another  question  or  two 

Ms.  Lomax.  Sure.  Thank  you. 

The  Chairman.  And  well  just  ask  you  to  share  the  witness  table 
with  our  next  witness,  Mr.  Miles  Kidd. 

Mr.  Kidd,  could  you  come  forward,  please? 

Mr.  Kidd  is  an  81-year-old  retired  school  teacher  from  Kanawha 
County,  West  Virginia. 

He  went  in  for  a  simple,  free  hearing  test — he  thought  it  was 
simple,  and  he  thought  it  was  free.  While  he  was  there,  sales  per- 
sonnel pressured  him  into  buying  a  $1,000  hearing  aid,  and  it  was 
of  no  assistance  to  Mr.  Kidd. 

He  was  only  able  to  get  some  relief  after  he  contacted  and  en- 
listed the  help  of  the  Attorney  Greneral  of  West  Virginia. 

We  will  hear  from  the  Attorney  Greneral's  Office  in  a  few  mo- 
ments, but  now,  Mr.  Kidd,  we  would  enjoy  very  much  your  stating 
what  happened  to  you.  We  thank  you  for  appearing  before  our 
Committee  this  morning. 

Mr.  Carbone.  Senator,  if  I  may,  my  name  is  Jim  Carbone.  I'm 
an  Assistant  Attorney  General  with  the  West  Virginia  Attorney 
General's  Office. 

The  Chairman.  Very  good,  sir. 

Mr.  Carbone.  I'm  here  to  assist  Mr.  Kidd  if  necessary 

The  Chairman.  Wonderful. 

Mr.  Carbone.  And  as  you  said,  our  Director  will  be  testifying 
later  about  his  investigation  and  enforcement  actions  against  hear- 
ing aid  dealers. 

The  Chairman.  Well,  we  appreciate  what  you  did  for  Mr.  Kidd, 
and  also  your  coming  to  be  with  him. 

Thank  you. 
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STATEMENT  OF  MILES  KIDD,  KANAWHA,  WV 

Mr.  KiDD.  Mr.  Chairman,  and  members  of  the  Special  Commit- 
tee, my  name  is  Miles  Kidd.  I  am  pleased  to  be  here  before  you  to 
discuss  my  experience  in  purchasing  a  "Miracle-Ear  Hearing  Aid" 
from  a  former  "Miracle-Ear"  dealer  located  in  Charleston,  West 
Virginia. 

I  am  an  81-year-old  retired  school  teacher  from  West  Virginia.  I 
am  a  widower,  and  I  have  been  living  on  a  fixed  income  since  re- 
tirement in  1976. 

Several  years  ago,  my  daughter  saved  a  newspaper  advertise- 
ment promoting  the  virtues  of  "Miracle-Ear"  brand  hearing  aids, 
and  offering  a  free  hearing  test.  My  daughter  knew  that  I  had  been 
having  trouble  hearing,  and  she  encouraged  me  to  make  an  ap- 
pointment for  a  hearing  examination. 

I  noticed  that  I  had  been  having  hearing  problems.  While  I  can 
hear  fairly  well,  I  have  difficulty  discriminating  between  sounds 
that  are  similar,  such  as  D,  C,  and  B. 

Consequently,  I  decided  to  make  an  appointment  for  a  free  hear- 
ing test  with  the  "Miracle-Ear"  dealer  of  the  Charleston,  West  Vir- 
ginia office. 

Upon  entering  the  "Miracle-Ear"  dealer's  office  for  my  appoint- 
ment, my  initial  impression  was  that  the  people  treating  me  were 
very  anxious  to  sell  me  a  hearing  aid.  The  hearing  aid  dealership 
employees  raced  to  my  side,  and  attempted  to  make  me  feel  com- 
fortable by  engaging  me  in  "small  talk." 

Next,  the  receptionist  asked  me  a  series  of  questions  relating  to 
the  history  of  my  hearing  impairment.  When  I  told  the  receptionist 
that  I  had  recently  experienced  dizziness  and  light-headedness,  the 
receptionist  impassively  proceeded  with  the  next  question  on  her 
list  and  did  not  seem  to  be  concerned. 

I  was  then  ushered  into  the  office  of  a  hearing  specialist  and 
placed  inside  a  booth  to  undergo  a  hearing  test. 

Prior  to  testing  my  hearing,  the  hearing  specialist  never  in- 
formed me  that  it  would  be  in  my  best  interest  to  have  a  medical 
evaluation  by  a  licensed  physician  that  specializes  in  ears  and 
hearing  problems. 

In  addition,  I  do  not  recall  signing  a  waiver  relinquishing  my 
right  to  have  a  medical  evaluation  to  be  tested  for  a  hearing  aid. 

After  the  hearing  test  was  concluded,  the  hearing  specialist  and 
his  assistant  subjected  me  to  high  pressure  sales  tactics  designed 
to  convince  me  to  purchase  a  hearing  aid. 

First,  the  specialist  and  the  assistant  stated  that  the  test  showed 
that  I  had  a  significant  hearing  loss  that  necessitated  my  purchase 
of  two  hearing  aids.  In  like  form,  the  specialist  and  the  assistant 
stated  that  it  was  necessary  for  me  to  purchase  two  hearing  aids 
in  order  to  adequately  detect  the  direction  from  which  sounds  were 
coming. 

Second,  the  specialist  and  the  assistant  stated  that  I  would  even- 
tually lose  all  my  hearing  if  I  did  not  purchase  the  hearing  aids. 

Naturally,  I  assumed  that  the  individuals  testing  my  hearing 
were  skilled  in  the  hearing  profession  and  were  being  honest  with 
me. 

Of  course,  I  was  bom  in  an  era  when  you  were  taught  to  take 
people  at  their  word. 
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I  succumbed  to  the  sales  pressure  and  decided  to  purchase  just 
one  hearing  aid  from  "Miracle-Ear"  for  the  price  of  $975.  The 
money  used  to  pay  for  the  hearing  aid  was  a  good  portion  of  my 
checlang  account. 

Immediately  after  purchasing  the  hearing  aid,  I  began  to  have 
problems  hearing.  The  hearing  aid  dulled  the  sound  and  proved  to 
be  more  of  a  hinderance  than  a  benefit  to  my  hearing  condition.  In 
fact,  I  could  hear  better  without  the  hearing  aid  than  when  I  was 
wearing  the  hearing  aid. 

When  contacting  the  dealership  and  expressing  my  dissatisfac- 
tion with  the  hearing  aid,  the  dealership  just  gave  me  excuses, 
stating  that  I  merely  had  to  get  used  to  wearing  the  hearing  aid. 

After  giving  the  dealership  numerous  attempts  to  repair  the 
hearing  aid,  I  finally  gave  up  and  put  the  hearing  aid  in  my  desk 
drawer.  I  felt  hopeless  and  did  not  know  where  to  turn. 

In  June  1992,  I  read  an  article  discussing  the  Attorney  Greneral's 
investigation  of  the  "Miracle-Ear"  dealership  from  which  I  had  pur- 
chased the  hearing  aid.  I  decided  to  contact  the  West  Virginia  At- 
torney Greneral's  Office  and  issue  my  complaint  against  that  hear- 
ing aid  dealership. 

Upon  receipt  of  my  complaint,  the  Attorney  Greneral's  Office  stat- 
ed that  the  dealership  had  violated  my  consumer  rights  in  the  fol- 
lowing respects: 

First,  breached  expressed  and  implied  warranties  in  connection 
with  the  sales  of  hearing  aids; 

Two,  violated  my  right  to  cancel  the  hearing  aid  purchase  agree- 
ment; 

Three,  failed  to  comply  with  Federal  and  State  preconditions  to 
the  sale  of  the  hearing  aid  by  not  referring  me  to  a  physician  or 
hearing  and  ear  specialist  prior  to  fitting  my  hearing  aid;  and 

Four,  engaged  in  high  pressure,  coercive  sales  tactics. 

Through  the  determined  efforts  of  the  Attorney  Greneral's  medi- 
ation staff,  particularly  Melissa  Frerichs,  I  was  able  to  obtain  a  re- 
fund of  $850  from  Dahlberg,  the  manufacturer  of  my  "Miracle-Ear" 
brand  hearing  aid. 

Since  my  troubling  experience  with  the  "Miracle-Ear"  hearing  aid 
and  the  dealership,  I  have  not  had  the  courage  to  purchase  any 
other  hearing  aids,  although  I  recently  had  my  ears  examined  by 
an  audiologist,  who  discussed  my  hearing  loss  at  length  and  gave 
me  no  false  hopes  or  promises. 

While  I  don't  believe  I  will  ever  purchase  another  hearing  aid,  I 
often  wonder  what  life  would  be  like  if  I  didn't  have  to  constantly 
worry  about  my  being  able  to  hear  and  understand  simple,  ordi- 
nary human  conversation. 

I  thank  you.  That  is  the  end  of  my  testimony. 

The  Chairman.  Mr.  Kidd,  that  was  a  beautiful  testimony.  It  was 
eloquent,  and  we  are  very  grateful  for  you  coming  here  this  morn- 
ing— we're  grateful  to  you,  I  should  say. 

I  have  only  one  question.  I  just  want  to  make  certain  that  I  un- 
derstood your  testimony. 

Did  you  actually  request,  or  did  the  specialist  that  you  were  talk- 
ing to  give  you  any  advice  about  consulting  a  physician  who  is 
qualified  to  test  your  hearing?  Was  that  discussion  ever  given  or 
had? 
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Mr.  KiDD.  I'm  sorry,  I  didn't  quite  get  that  question. 

The  Chairman.  Yes,  sir. 

Mr.  Carbone.  Mr.  Kidd  indicated  to  us  that  he  talked  to  the  re- 
ceptionist. They  had  given  the  responsibiUty  to  ask  really  impor- 
tant questions  to  the  receptionist. 

He  indicated  that  he  experienced  dizziness,  and  she  brushed  that 
aside,  you  know,  and  she  just  went  on  to  the  other  questions,  so 
he  said  at  no  point  was  he  verbally  told  that  it  was  in  his  best  in- 
terest to  see  a  medical  doctor. 

Also,  he  stated  that  he  never  signed  a  waiver,  at  least  to  his  un- 
derstanding. And  we  subpoenaed  the  records,  and  we  didn't  see  a 
waiver  in  the  files. 

The  Chairman.  And  also,  I  might  just  ask  you,  sir,  this  question. 
He  did  attempt  to  get  his  money  back  and  he  was  refused  that  re- 
quest at  first,  is  that  correct? 

Mr.  Carbone.  Yes.  The  dealership  refused  his  request.  Dahlberg 
paid  him  everything  except  the  fitting  fee,  which  was  $125, 
through  mediation  efforts. 

The  Chairman.  Fine. 

I'm  going  to  yield  to  Senator  Cohen. 

Senator  Cohen.  Mr.  Chairman,  as  you  indicated,  Mr.  Kidd  pro- 
vided some  very  poignant  testimony.  He  obviously  was  very  nerv- 
ous as  well — not  being  a  professional  witness — ^to  come  before  the 
Committee.  He  has  been  accompanied  by  two  other  individuals  who 
had  similar  experiences,  and  I'd  like  to  just  give  the  Committee 
some  idea  of  the  nature  of  the  problems  that  other  citizens  have 
encountered  as  well  in  his  area. 

He's  accompanied  by  Mr.  Hassel  Baldwin,  a  78-year-old  retired 
coal  miner,  who's  on  black  lung  disability  and  Social  Security. 

It's  my  understanding  that  Mr.  Baldwin,  who  has  some  hearing 
impairment,  saw  an  ad  on  television  for  a  free  test,  and  he  called 
the  number  on  the  screen.  A  representative  from  a  "Miracle-Ear" 
dealer  in  Charleston  came  to  the  house  and  tested  Mr.  Baldwin  in 
the  living  room  and  told  him  he  needed,  as  they  did  to  Mr.  Kidd, 
two  hearing  aids. 

Mrs.  Baldwin,  his  wife,  explained  that  they  could  only  afford  one, 
and  they  bought  it  for  $800,  after  borrowing  some  money  to  make 
a  $200  downpayment. 

The  West  Virginia  Attorney  General's  Office  has  told  us  that  the 
person  who  tested  Mr.  Baldwin  was  a  trainee,  and  that  unbe- 
knownst to  Mr.  Baldwin,  he  signed  an  agreement  to  finance  the 
payments  at  a  rate  of  over  27  percent. 

He  was 'never  informed  that  it  would  be  in  his  best  interest  to 
see  a  physician,  his  demands  for  servicing  of  the  poor-fitting  hear- 
ing aid  were  never  adequately  responded  to,  and  the  testing  was 
done  improperly — all  in  violation  of  both  the  Federal  and  State  re- 
quirements. 

We  also  have,  in  the  audience  today,  Mr.  Bernard  Roberts,  who's 
an  84-year-old  retired  social  worker  who  has  10  grandchildren  and 
is  from  Meme,  West  Virginia.  He  had  owned  a  pair  of  hearing  aids 
for  about  a  year  when  he  went  to  the  "Miracle-Ear"  dealer  in 
Charleston  to  purchase  batteries. 

While  he  was  there,  a  sales  representative  convinced  him  that  he 
needed  a  new  set  of  hearing  aids  that  were  far  better  than  the  ones 
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he  owned,  and  after  a  rather  high  pressure  sales  presentation,  Mr. 
Roberts  went  to  the  bank  and  borrowed  the  money  to  pay  $2,820 
for  the  new  aids. 

Not  long  after  one  of  the  aids  started  having  problems,  he  went 
back  to  the  store  to  have  them  fixed,  and  according  to  the  West 
Virginia  Attorney  Greneral's  Office,  was  given  another  one  out  of 
the  drawer  in  the  store  that  was  not  custom-fitted. 

Mr.  Roberts  has  paid  off  his  loan  of  almost  $3,000,  and  the  "Mir- 
acle-Ear" hearing  aids  now  sit  in  a  drawer  in  his  house.  He's  back 
to  wearing  the  original  ones  that  he  had  purchased,  which  he  was 
told  were  rather  outdated. 

These  are  two  additional  cases  from  two  people  who  are  here  to 
lend  additional  substance  to  what  Mr.  Kidd  has  testified  to  very 
poignantly,  today. 

I  want  to  take  this  opportunity  to  thank  Mr.  Carbone  from  the 
Attorney  General's  Office  for  assisting  the  Committee  in  bringing 
this  to  our  attention. 

Mr.  Carbone.  Well,  thank  you  for  inviting  us. 

Senator  Cohen.  I  think,  as  Senator  Kohl  has  indicated,  we're  not 
trying  to  single  out  any  particular  dealer  or  manufacturer,  but  to 
the  extent  that  we  have  salespeople  who  are  engaging  in  this  type 
of  activity,  we  have  an  absolute  obligation  to  call  attention  to  the 
types  of  tactics  that  are  being  used  in  order  to  inveigle  as  much 
as  $3,000  dollars,  £ind  more,  out  of  people  who  readly  are  very  vul- 
nerable to  that  type  of  tactic. 

One  question,  Mr.  Kidd — ^if  you  had  the  chance  to  do  this  all  over 
again,  would  you  respond  to  a  newspaper  ad  that  advertises  a  free 
hearing  test? 

Mr.  Kidd.  I  very  seriously  doubt  that,  sir.  I  think  if  I  were  doing 
it  over  again,  I  would  go  to  an  ear  specialist  to  begin  with. 

Senator  Cohen.  Now  you  also  stated  that  you  do  not  have  the 
courage  now  to  purchase  any  other  hearing  aids.  Do  you  believe  if 
you  had  the  courage  to  wear  them  again,  and  you  had  people  who 
you  could  rely  upon — ^you've  had  the  assistance  of  the  Attorney 
General's  Office  and  you  now  have  the  attention  of  the  highest  offi- 
cials in  West  Virginia — ^would  they  not  be  in  a  position  to  rec- 
ommend you  to  speciaUsts  to  help  you  acquire  the  kind  of  hearing 
assistance  from  whatever  dealer  you  might  need? 

Mr.  Kidd.  They,  of  course,  would  be  reliable  and  would  know 
what  they  were  doing.  Yes,  I  expect  I  would  rely  on  what  they 
would  tell  me. 

Senator  Cohen.  Well,  Mr.  Chairman,  I  hope  as  a  result  of  this 
hearing  that  the  many  elderly  citizens  who  are  watching  this,  and 
may  be  suffering  from  some  kind  of  hearing  impairment  learn  from 
Mr.  Kidd.  I  think  many  of  us  are  approaching  the  age  that  we  do 
suffer  some  loss.  I  know  that  I  have  my  own  problems,  and  my  par- 
ents— or  at  least,  my  father,  who  refuses  to  admit  it — ^have  a  hear- 
ing impairment  as  well 

The  Chairman.  I  hope  he's  not  watching  this  morning  on  T.V. 

Senator  COHEN.  WeU — ^I  hope  he  is  watching. 

When  I  tell  him  he  is  going  deaf,  he  responds,  "I'm  not  deaf,  I'm 
just  a  little  hard  of  hearing." 

In  any  event,  I  hope  that  the  people  watching  will  take  some 
comfort  in  the  fact  that  there  are  laws  on  the  books,  and  that  there 
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are  sincere  dealers,  with  practicing  specialists  that  are  profes- 
sional, who  do  conduct  themselves  in  an  unabusive  way. 

We  want  to  make  sure  that  the  people  are  in  a  position  to  dis- 
criminate properly  between  those  who  are  profession£il  and  those 
who  are  not.  It's  going  to  require  quite  an  educational  effort  on  our 
part,  from  the  senior  citizen  community,  from  this  Committee,  from 
various  Members  of  Congress  to  get  the  word  out  to  those  who  are 
vulnerable  to  either  misleading  tactics  or  aggressive  sales  pro- 
motions, that  they  can  turn  to  people  in  their  State  and  get  the 
kind  of  relief  that's  necessary.  We  certainly  don't  want  to  discour- 
age people  like  Mr.  Kidd,  who  does  need  some  hearing  assistance, 
from  acquiring  that  assistance.  We  want  to  make  sure  that  you  get 
the  help  you  need. 

So  this  hearing,  I  hope,  will  clarify  that  for  everyone.  We  need 
to  have  truth  in  advertising,  we  have  to  have  responsibility  in  the 
field,  and  we  have  to  have  trained  personnel  who  tell  the  consumer 
what  they  need  to  know,  and  hopefully,  that  the  consumer  can  rely 
upon  that  information.  That  does  not  appear  to  be  the  case  in  every 
respect  today. 

We  don't  want  to  indict  on  a  general  scale,  either  the  manufac- 
turers or  the  distributors  or  the  audiologists  or  the  specialists,  but 
rather  to  insist  that  they  measure  up  to  the  responsibilities  that 
we  assume  that  they  have  undertaken. 

Mr.  Kidd,  thank  you  for  coming.  I  know  that  you've  been  nerv- 
ous. I  know  it's  been  a  long  trip  for  you  to  come  here  and  you  ar- 
rived late,  but  we  appreciate  very  much  the  testimony  you've  given. 

Mr.  Kidd.  I  thank  you,  sir,  very  kindly,  and  the  Committee.  I 
thank  everyone  involved  very  kindly. 

Senator  Cohen.  Thank  you. 

The  Chairman.  Let's  see  if  Senator  Kohl  has  a  question. 

Senator  Kohl.  Oh,  thank  you  very  much,  Mr.  Chairman. 

Mr.  Kidd,  I  think  your  testimony  has  been  just  beautiful  and  in- 
structive and  helpful  to  us,  and  we  all  appreciate  the  effort  to 
which  you've  gone  to  get  here  today  and  to  tell  us  about  what  hap- 
pened to  you. 

I'm  sure  it's  going  to  benefit  this  Committee  as  it  proceeds  in  try- 
ing to  get  in  place  and  enforce  the  kinds  of  safeguards  that  you 
know  we  need  in  this  field,  so  I  thank  you  for  coming  here  today. 

Mr.  Kidd.  I  thank  you  all. 

The  Chairman.  Mr.  Kidd  and  Ms.  Lomax,  you've  both  performed 
a  real  public  service  today  by  coming,  and  it's  not  easy  to  share 
these  personal  experiences  out  in  public  and  in  front  of  all  the  cam- 
eras and  the  people  in  the  audience,  but  we  are  indebted  to  you, 
and  I  know  that  many  people  across  our  country  are  going  to  be 
indebted  to  you  also  because  it  may  prevent  them  from  getting  into 
same  or  similar  circumstances  that  you  found  yourself  in. 

We  are  indebted  to  you,  and  we  thank  you.  You're  excused. 

Ms.  Lomax.  Thank  you. 

The  Chairman.  Mr.  Attorney  General,  we  thank  you  also. 

Mr.  Kidd.  I  thank  you  all  very  kindly  again. 

Ms.  Lomax.  Thank  you  very  much. 

The  Chairman.  Thank  you. 

We're  going  to  call  our  next  witness  now.  He  is  certainly  no 
stranger  to  testifying  on  Capitol  Hill. 
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Dr.  David  Kessler  is  the  Commissioner  of  the  Food  and  Drug  Ad- 
ministration, commonly  known  as  FDA.  He  is,  without  question, 
the  force  behind  all  strategic  initiatives  that  are  implemented 
under  the  FDA  mandate  to  protect  public  health  and  to  insure 
consumer  protection. 

Dr.  Kessler,  I  want  to  apologize  to  you  for  a  few  moments.  I'm 
going  to  go  upstairs  to  the  other  hearing  that  I  mentioned,  and  my 
colleagues.  Senator  Cohen  and  Senator  Kohl,  are  going  to  partici- 
pate, and  I'm  going  to  try  to  get  back  before  you  finish. 

I'll  be  returning  very  soon.  We  are  very  indebted  to  you  for  com- 
ing. 

STATEMENT  OF  DAVID  KESSLER,  M.D.,  COMMISSIONER,  FOOD 
AND  DRUG  ADMINISTRATION,  ACCOMPANIED  BY  JOSEPH 
LEVITT,  DEPUTY  DIRECTOR  FOR  POLICY,  CENTER  FOR  DE- 
VICES IN  RADIOLOGICAL  HEALTH 

Dr.  Kessler.  Thank  you,  Mr.  Chairman,  very  much. 

The  Chairman.  Your  full  statement  will  be  placed  in  the  record, 
and  we  will  ask  you  now  to  proceed. 

Dr.  Kessler.  Thank  you,  Mr.  Chairman,  again. 

I  am  accompanied  today  by  Mr.  Joseph  Levitt,  who  is  the  Deputy 
Director  for  Policy  of  our  Center  for  Devices  in  Radiological  Health. 

Hearing  impairment  is  a  serious  problem  in  this  country.  As  we 
have  already  heard,  an  estimated  24  million  people — nearly  1  in  10 
Americans — suffer  some  degree  of  hearing  loss. 

A  hearing  aid  that  is  properly  fitted  and  properly  used  can  im- 
prove life  for  many  hearing  impaired  people,  and  you  will  hear 
today  about  the  millions  of  Americans  who  are  benefiting  from  this 
important  medical  device.  But  you  will  also  hear  that  too  many 
people  who  could  benefit  from  hearing  aids  are  either  not  purchas- 
ing them  at  all,  or  experiencing  disappointment  and  frustration 
when  they  do. 

Both  statements  are  true,  but  the  bottom  line,  I  believe,  is  that 
the  system  can  be  and  should  be  improved. 

Today,  I  want  to  talk  briefly  about  steps  FDA  is  taking  to  do  just 
that. 

Our  goal,  Mr.  Chairman,  is  quite  simply,  good  care  and  realistic 
expectations  for  hearing  impaired  Americans. 

Hearing  aids  are  valuable  medical  devices.  We  must  do  what  we 
can  to  see  that  those  who  could  benefit  from  these  devices,  in  fact, 
do. 

First,  let  me  address  the  issue  of  misleading  advertising  and  pro- 
motion. 

Earlier  this  year,  FDA  reviewed  the  advertising,  promotional  ma- 
terial, and  labeling  of  hearing  aids  on  the  market  today. 

We  found,  unfortunately,  that  unsubstantiated  performance 
claims  were  widespread — claims  that  created  unrealistic  expecta- 
tions for  their  products,  claims  that  were  not  backed  by  adequate 
scientific  data. 

For  example,  several  companies  claimed  that  their  products 
would  significantly  improve  speech  recognition  in  noisy  environ- 
ments and  simultaneously  filter  out  background  noise. 

Certainly,  significant  technological  advances  have  occurred  over 
the  past  decade,  but  I  have  yet  to  see  the  hearing  aid  that  can  com- 
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pletely  differentiate  speech  from  unwanted  extraneous  noise.  Yet 
that's  just  what  some  of  the  ads  implied  their  product  could  do,  and 
that's  what  consumers  who  bought  them — most  of  them,  who  are 
elderly — expected  them  to  do. 

These  inflated  expectations  account  for  some  of  the  consumers' 
dissatisfaction — that  witnesses  at  this  hearing  are  describing 
today. 

Based  on  our  review,  we  sent  letters  to  eight  major  hearing  aid 
manufacturers  directing  them  to  immediately  remove  all  mislead- 
ing promotional  material  and  advertising.  We  warned  them  that 
continued  distribution  of  hearing  aids  with  misleading  claims  could 
result  in  enforcement  action,  including  seizure  of  the  product. 

We  also  advised  the  firms  to  correct  the  misconceptions  they  cre- 
ated by  their  misleading  promotion  and  advertising,  and  I'm 
pleased  to  report  today  that  all  of  the  companies  that  we  cited  ini- 
tially have  removed  the  misleading  claims  identified  in  those  warn- 
ing letters. 

Letters  also  have  gone  out  to  all  other  hearing  aid  manufacturers 
indicating  that  we  believe  that  this  is  an  industrjrwide  problem, 
and  directing  them  to  review  and  correct  their  promotional  lit- 
erature and  advertising  as  needed.  We  will  continue  to  monitor 
those  materials  and  take  appropriate  action. 

Manufacturers  who  want  to  make  a  claim  beyond  the  general 
statement  of  improved  hearing,  such  as  differentiating  background 
noise  from  speech,  will  be  required  to  submit  supporting  clinical 
trial  data  to  FDA  for  review  prior  to  making  that  claim.  Consumers 
£U"e  entitled  to  truthful  information  about  the  benefits  of  a  medical 
device. 

Let  me  turn  to  a  second  area  that  FDA  is  addressing:  hearing 
evaluations  prior  to  the  purchase  of  a  hearing  aid.  This  is  a  very 
important  issue,  and  I  can't  emphasize  it  enough. 

Hearing  aids  are  not  a  one-size  or  one-variety-fits-all  consumer 
product.  Getting  the  right  hearing  aid  is  probably  even  more  com- 
plicated than  getting  the  right  eyeglasses. 

Consumers  who  are  not  properly  evaluated,  often  purchase  hear- 
ing aids  that  do  not  work  or  fit  properly.  They  may  even  purchase 
two  hearing  aids  when  one  would  be  sufficient,  or  buy  one  that  is 
more  costly  than  is  required  to  address  their  individual  hearing 
problem. 

You  will  hear  testimony  today  that  makes  it  clear  that  many  con- 
sumers are  not  receiving  proper  hearing  evaluations — testimony  in- 
dicating that  expensive  hearing  aids  are  being  laid  to  rest  in  dress- 
er drawers  because  consumers  didn't  undergo  proper  hearing  eval- 
uation. 

Hearing  impaired  Americans  should  not  be  out  hundreds  of  dol- 
lars, only  to  have  a  hearing  aid  land  in  the  dresser  drawer. 

Mr.  Chairman,  let  me  go  back  for  a  moment  to  the  mid-1970's. 
Consumer  groups,  particularly  the  retired  professional  action 
group,  as  well  as  Congress  and  an  HEW  task  force,  all  looked  into 
the  hearing  aid  system  delivery  in  this  country  at  that  time. 

One  of  the  major  problems  they  identified  was  that  many  con- 
sumers were  not  getting  the  proper  diagnostic  hearing  evaluation 
prior  to  purchasing  a  hearing  aid.  Figures  from  the  hearing  aid  in- 
dustry indicated  that  about  40  percent  of  those  buying  hearing  aids 
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were  consulting  solely  with  a  hearing  aid  dealer  before  making  the 
purchase. 

This  problem  led  the  FDA  to  issue  a  regulation  in  1977,  restrict- 
ing the  sale  of  these  devices  to  people  who  had  undergone  a  hear- 
ing evaluation  by  a  physician  in  the  previous  6  months. 

That  regulation  also  included  a  provision  allowing  fully-informed 
adult  patients  to  waive  that  medical  evaluation.  The  waiver  was 
expected  to  be  used  as  the  exception,  but  the  evidence  we  now 
have,  suggests  that  it  is  being  used  far  more  commonly. 

For  example,  in  1991,  an  FDA  survey  of  11  hearing  aid  dispens- 
ers in  Vermont  found  that  55  percent  of  the  purchasers  waived 
their  medical  evaluation,  and  in  20  percent  of  the  cases,  there  were 
neither  waivers  nor  physician  statements  in  the  patients'  files. 

Testimony  you  will  hear  today  from  the  AARP  about  their  survey 
of  dispensers  in  Florida,  and  from  the  West  Virginia  Attorney  Gren- 
eral's  Office,  indicates  that  what  we  found  in  Vermont  is  also  oc- 
curring elsewhere.  The  waivers  are  being  overused  and  misrepre- 
sented. 

This  is  a  serious  problem.  Consumers  are  often  unaware  that  it 
is  critical  to  receive  a  comprehensive  hearing  evaluation  prior  to 
purchasing  a  hearing  aid. 

The  hearing  aid  industry  has  become  an  increasingly  aggressive, 
competitive  business,  and  the  current  system  makes  it  too  easy  for 
salespeople,  eager  to  close  the  deal  on  the  spot,  to  encourage  con- 
sumers to  sign  the  waiver  and  bypass  the  evaluation,  and  in  some 
cases,  as  Mr.  Darling  will  describe  later,  to  provide  inadequate 
testing  in  place  of  comprehensive  evaluation  that  the  consumers 
need. 

We  should  be  especially  concerned  about  these,  given  that  the 
majority  of  hearing  aids  are  purchased  by  the  elderly,  and  as  the 
AAJIP  notes  in  its  report,  studies  show  that  elderly  consumers  are 
more  trusting  and  less  likely  to  recognize  bad  buying  experiences. 

Hearing  aids  can  offer  a  real  benefit,  but  the  system  today  leaves 
too  many  consumers  unable  to  reap  that  benefit.  The  system  needs 
to  be  changed. 

FDA  will  revisit  the  1977  regulation  with  an  eye  toward  revising 
them.  We  are  looking  at  an  approach  that  will  say  to  the  millions 
of  hearing  impaired  Americans  whose  lives  could  be  improved  by 
using  hearing  aids,  "You  can  be  confident  that  when  you  go  to  pur- 
chase hearing  aids,  you  will  be  properly  informed,  properly  evalu- 
ated, and  properly  fitted  by  a  competent,  licensed  health  care  pro- 
fessional." The  States  have  an  important — a  crucial — role  to  play  in 
this  process. 

FDA's  concern  is  that  the  hearing  test  be  conducted  and  inter- 
preted competently.  With  input  from  health  professionals,  consum- 
ers, the  industry,  and  our  State  colleagues,  the  agency  is  consider- 
ing setting  up  minimum  criteria  for  the  comprehensive  hearing 
evaluations,  and  is  examining  whether  any  circumstances  warrant 
a  waiver. 

We  believe  that  the  steps  we  are  taking  will  help  more  Ameri- 
cans take  advantage  of  these  very,  very  important  devices.  Thank 
you  very  much. 

[The  prepared  statement  of  Dr.  Kessler  follows:] 
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DEPARTMENT  Of  HEALTH  «i  HUMAN  SERVICES  p.^i.c  Health  Serv,ce 


Food  and  Drug  Administration 
Rockville  MO  20857 


STATEMENT  BY 

DAVID  A.  KESSLER,  M.D. 

COMMISSIONER 

FOOD  AND  DRUG  ADMINISTRATION 

PUBLIC  HEALTH  SERVICE 

DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

Thitnk  you  Mr.  Chalraan,  and  members  of  the  Committee:   I  ao 
pleased  to  appear  before  you  today  to  discuss  this  Important 
health  matter. 

Hearing  impairment  is  a  serious  problem  in  this  country.   An 
estimated  24  million  people — nearly  one  in  ten  Americans — suffer 
some  degree  of  hearing  loss. 

A  hearing  aid  that  is  properly  fitted  and  properly  used  can 
improve  life  for  many  hearing-impaired  people.   And  you  will  hear 
today  about  the  millions  of  Americans  who  are  benefiting  from 
these  important  medical  devices.   But  you  will  also  hear  that  too 
many  people  who  could  benefit  from  hearing  aids  are  either  not 
purchasing  them  at  all  or  are  experiencing  disappointment  and 
frustration  when  they  do. 

Both  statements  are  true.   But  the  bottom  line  is  that  we  believe 
the  system  can  be  improved. 

Today,  I  want  to  talk  briefly  about  steps  FDA  is  talcing  to  do 
that.   Our  goal,  Mr.  Chairman,  is  quite  simply  good  care  and 
realistic  expectations  for  hearing-impaired  Americans.  Hearing 
aids  are  valuable  medical  devices.   He  must  do  what  we  can  to  see 
that  those  who  could  benefit  from  these  devices  in  fact  do. 

First,  let  me  address  the  i^sue  of  advertising  and  promotion. 
Earlier  this  year,  FDA  reviewed  the  advertising,  promotional 
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material,  and  labelling  of  hearing  aids  on  the  market  today.   We 
found  that  unsubstantiated  performance  claims  were  widespread. 
Claims  that  created  unrealistic  expectations  for  their  products. 
Claims  that  were  not  backed  by  adequate  scientific  data. 

For  example,  several  companies  claimed  that  their  products  would 
significantly  improve  speech  recognition  in  noisy  environments, 
and  simultaneously  filter  out  background  noise.   Certainly 
significant  technological  advances  have  occurred  over  the  past 
decade,  but  I  have  yet  to  see  the  hearing  aid  that  can  completely 
differentiate  speech  from  unwanted  extrttneous  noise. 

Yet  that's  just  what  some  of  the  ads  Implied  their  product  could 
do.   And  that's  what  consumers  who  bought  them — most  of  whom  are 
elderly — expected  them  to  do.   These  inflated  expectations 
account  for  some  of  the  consumer  dissatisfaction  that  witnesses 
at  this  hearing  are  describing  today. 

Based  on  this  review,  we  sent  letters  to  eight  major  hearing  aid 
manufacturers  directing  them  to  immediately  remove  all  misleading 
promotional  material  and  advertising.  We  warned  them  that 
continued  distribution  of  hearing  aids  with  misleading  claims 
could  result  in  enforcement  action,  including  seizure  of  the 
product.   We  also  advised  the  firms  to  correct  the  misconceptions 
they  created  by  their  misleading  promotion  and  advertising. 

I'm  pleased  to  report  today  that  all  of  the  companies  have 
removed  the  misleading  claims  Identified  in  those  warning 
letters.   Letters  have  also  gone  out  to  all  other  hearing  aid 
manufacturers  indicating  that  we  believe  that  this  is  an 
industry-wide  problem,  and  directing  them  to  review  and  correct 
their  promotional  literature  and  advertising  as  needed. 

We  will  continue  to  monitor  those  materials  and  teOce  appropriate 

action.   And  manufacturers  who  want  to  make  a  claim  beyond  the 

general  statement  of  improved  hearing — such  as  differentiating 

background  noise  from  speech — will  be  required  to  s«ibmlt  >^ 

supporting  clinical  trial  data  to  FDA  for  review  prior  to  making 

the  claim. 

Consumers  are  entitled  to  truthful  information  about  the  benefits 
of  a  medical  device. 


32 


Let  me  turn  to  a  second  area  that  FDA  Is  addressing:  hearing 
evaluations  prior  to  purchase  of  a  hearing  aid. 

This  Is  a  very  Important  Issue.  I  can't  emphasize  it  enough. 

Hearing  aids  are  not  a  "one  size  or  one  variety  fits  all" 
consumer  product.   Getting  the  right  hearing  aid  is  probably  even 
more  complicated  than  getting  the  right  eyeglass  prescription. 
There  Is  no  way  that  a  consumer  can  confidently  select  the 
appropriate  hearing  aid  without  undergoing  a  proper  hearing 
evaluation. 

Consumers  who  are  not  properly  evaluated  often  purchase  hearing 
aids  that  do  not  work  or  fit  properly.   They  may  even  purchase 
two  hearings  aids  when  one  would  be  sufficient,  or  buy  one  that 
is  more  costly  than  is  required  to  address  their  hearing  problem. 

But  you  will  hear  testimony  today  that  makes  clear  that  many 
consumers  are  not  receiving  the  proper  hearing  evaluation. 
Testimony  indicating  that  expensive  hearing  aids  are  being  laid 
to  rest  in  dresser  drawers  because  consumers  didn't  undergo  the 
proper  hearing  evaluation.   Hearing-impaired  Americans  should  not 
be  out  hundreds  of  dollars  only  to  have  a  hearing  aid  land  in  the 
dresser  drawer. 

Mr.  Chairman,  let  me  go  back  for  a  moment  to  the  mid-1970s. 
Consumer  groups,  particularly  the  Retired  Professional  Action 
Group,  as  well  as  Congress  and  an  HEW  task  force,  all  looked  into 
the  hearing  aid  delivery  system  in  this  country. 

One  of  the  major  problems  they  identified  was  that  many  consumers 
were  not  getting  the  proper  diagnostic  hearing  evaluation  prior 
to  purchasing  a  hearing  aid.   Figures  from  the  hearing  aid 
Industry  Indicated  that  about  40  percent  of  those  buying  hearing 
aids  were  consulting  solely  with  a  hearing  aid  dealer  before 
making  the  purchase. 

This  problem  led  FDA  to  issue  a  regulation  in  1977  restricting 
the  sale  of  these  devices  to  people  who  had  undergone  a  hearing 
evaluation  by  a  physician  in  the  previous  six  months.   But  that 
regulation  also  included  a  provision  allowing  fully  informed 
adult  patients  to  waive  the  medical  exeuiination. 
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The  waiver  was  expected  to  be  used  as  the  exception,  but  the 
evidence  we  now  have  suggests  that  It  Is  being  used  far  more 
coDDonly.   For  example,  a  1991  FDA  survey  of  11  hearing  aid 
dispensers  In  Vermont  found  that  55%  of  the  purchasers  waived  the 
medical  evaluation,  and  in  20%  of  the  cases  there  were  neither 
waivers  nor  physician  statements  in  the  patient  files. 

The  testimony  you  will  hear  today  from  the  AARF  about  their 
survey  of  dispensers  in  Florida,  and  from  the  West  Virginia 
attorney  general's  office,  indicates  that  what  we  found  in 
Vermont  is  also  occurring  elsewhere. 

The  waivers  are  being  overused  and  misrepresented. 

This  is  a  serious  problem.   Consumers  eure  often  unaware  that  it 
ii   is  critical  to  receive  a  comprehensive  hearing  evaluation 
prior  to  purchasing  a  hearing  aid.   The  hearing  aid  Industry  has 
become  an  increasingly  aggressive,  competitive  business.   And  the 
current  system  makes  it  too  easy  for  salespeople  eager  to  close 
the  deal  on  the  spot  to  encourage  consumers  to  sign  the  waiver 
and  bypass  the  evaluation:  in  some  cases — as  Mr.  Darling  will 
describe  later — to  provide  Inadequate  tests  In  place  of  the 
comprehensive  evaluation  consumers  need. 

We  should  be  especially  concerned  about  this  given  that  the 
majority  of  hearing  aids  are  purchased  by  the  elderly.   As  the 
AARP  notes  in  its  report,  studies  show  that  elderly  consumers  are 
more  trusting  and  less  lilcely  to  recognize  bad  buying 
experiences. 

Hearing  aids  can  offer  a  real  benefit,  but  the  system  today 
leaves  too  many  consumers  unable  to  reap  that  benefit.  The 
system  needs  to  be  changed.  FDA  Is  now  revisiting  the  1977 
regulations  with  an  eye  toward  revising  them. 

We  are  looking  at  an   approach  which  will  say  to  the  millions  of 
hearing-impaired  Aaericans  whose  lives  could  be  Improved  by  using 
hearing  aids:  you  can  be  confident  that  when  you  go  to  purchase 
hearing  aids,  you  will  be  properly  informed,  properly  evaluated, 
properly  fitted  by  a  competent,  licensed  health  care 
professional. 
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The  states  have  an  important  role  to  play  In  this  process.   FDA's 
concern  is  that  the  hearing  tests  be  conducted  and  Interpreted 
competently,   with  input  from  health  professionals,  consumers  and 
industry,  the  Agency  is  considering  setting  out  minimum  criteria 
for  the  comprehensive  hearing  evaluations,  and  whether  there  are 
any  circumstances  that  would  warrant  a  waiver. 

We  believe  that  the  steps  we  are  taking  will  help  more  Americans 
take  advantage  of  these  important  medical  devices. 

Thank  you.  That  concludes  my  testimony.   My  colleagues  and  I  will 
be  glad  to  answer  any  questions  you  have. 
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Senator  COHEN  [assuming  Chair].  Thank  you  very  much,  Dr. 
Kessler,  for  that  impassioned  testimony.  I'd  like  to  refer  back  to  the 
survey  that  was  conducted  by  the  FDA's  New  Englsind  field  office 
in  Vermont. 

You  indicated  that  the  survey  included  the  examination  of  some 
611  hearing  aid  sales  records  from  about  11  hearing  aid  dealers, 
and  as  I  recall,  you  said  that  in  55  percent  of  the  cases  they  waived 
the  requirement  for  a  physician's  examination 

Dr.  Kessler.  That's  right. 

Senator  COHEN.  Or  the  request  for  it.  And  in  20  percent — ^what 
was  the  other  figure  you  quoted?  20  percent? 

Dr.  Kessler.  Twenty  percent,  that's  correct. 

Senator  COHEN.  Twenty  percent — what? 

Dr.  Kessler.  They  didn't  have  any  evidence  of  the  examination 
or  the  waiver  in  the  files. 

Senator  COHEN.  All  right.  Now  let  me  just  ask,  hypothetically, 
does  the  mere  fact  that  there  are  55  percent  of  the  cases  waived, 
in  those  that  were  examined,  mean  that  those  individuals  who 
were  fitted  received  inappropriate  care  or  nonfunctioning  or  mal- 
ftinctioning  devices? 

Dr.  Kessler.  We  don't  know — can't  answer  that. 

Senator  Cohen.  We  have  a  situation  as  Senator  Kohl  touched 
upon  it,  that  suppose  you  live  in  the  far  reaches  of  Maine  or  Wis- 
consin or  Arkansas  and  you  may  not  have  an  ear,  nose,  and  throat 
physician  available.  Maybe  you'll  have  a  general  practitioner,  but 
there's  no  guarantee  that  a  general  practitioner  has  the  expertise 
in  the  field  of  examining  the  ear  with  the  kind  of  specialty  that's 
required.  Does  that  mean  that  in  those  areas  where  they  don't  have 
these  experts  available,  that  we  should  insist  upon  a  mandatory 
physician's  examination? 

Dr.  Kessler.  I  believe  today  with  the  technology  available  in 
hearing  aids,  that  to  benefit  from  a  hearing  aid,  you  need  to  be 
evaluated  properly.  I  don't  think  you  can  benefit  from  a  hearing  aid 
if  you're  not  evaluated  properly. 

I  think  that  requires  a  comprehensive  hearing  evaluation.  I  think 
it — ^you  just  need  to  be  assessed.  What  it  requires  is  that  the  test 
be  administered  and  interpreted  properly. 

That's  not  just  simply  that  you're  able  to  be  fitted  for  the  hearing 
aid,  it's  that  you  have  a  comprehensive  hearing  evaluation. 

I  believe,  as  a  physician,  that  people  beyond  those  who  hold  an 
M.D.  degree  are  certainly  competent  to  do  comprehensive  hearing 
evaluations.  What  I'm  concerned  about  is  that  people  are  going  in 
and  bujdng  hearing  aids  and  not  receiving  that  comprehensive 
hearing  evaluation. 

I  think  that  the  requirement  that  we  set  up  in  1977 — it  had  two 
problems.  The  first  problem  was  that  you  had  to  have  an  M.D.,  and 
the  second  problem  was  that  you  could  waive. 

I  think  it's  worth  re-looking  at  that  entire  framework.  I  think  we 
need  a  framework  that  focuses  more  on  what  a  comprehensive 
hearing  evaluation  is,  and  then  allow  our  State  colleagues  to  li- 
cense people  who  are  competent  to  do  that  comprehensive  hearing 
evaluation.  At  least  to  me,  personally,  it  makes  a  lot  more  sense. 
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Senator  COHEN.  Does  that  require  then  an  M.D. — a  physician  or 
general  practitioner — to  conduct  the  examination  at  a  bare  mini- 
mum? Is  that  what  you're  saying? 

Dr.  Kessler.  No. 

Senator  Cohen.  That  it  be  a  trained 

Dr.  Kessler.  I  think  there  are  people  beyond  M.D.s- 


Senator  Cohen.  They'd  be  below  M.D.'s,  I'm  asking  you. 

Dr.  Kessler.  I'm  sorry? 

Senator  Cohen.  Does  it  have  to  be  beyond  M.D.s  or  below  M.D.s? 
In  other  words,  can  you  have  less  than  a  general  physician's  degree 
and  still  qualify  as  an  expert  in  the  field  of  examining  a  person  for 
a  hearing  aid,  or  does  that  individual  have  to  have  something 
greater  than  an  M.D.'s  training? 

Dr.  Kessler.  Let  me  just  talk  from  this  M.D.'s  experience — let 
me  use  mine.  I,  and  I  consider  myself  a,  you  know,  relatively  well- 
trained  physician,  I  am  not  an  ENT,  an  otolarjmgologist,  I'm  a  pe- 
diatrician. I  am  not  competent — I  have  never  been  trained  to  do  a 
comprehensive  hearing  evaluation. 

I  mean,  I  would  certainly  much  rather — I  think  many 
audiologists,  for  example,  are  much  more  trained  than  I  would  ever 
be  trained  to  do  these  tests,  and  I  would  certainly  think  that  there 
are  many  people  who  don't  hold  an  M.D.  degree — certainly 
audiologists — I  mean,  who  have  demonstrated  exquisite  competence 
to  administer  this  kind  of  comprehensive  hearing  evaluation.  And 
it's  possible  that  there  are  people  who  are  not  even  audiologists. 

I  think  we  have  to  focus  on  what  tests  need  to  be  done,  and  then 
require  competence  in  those  tests. 

I  think  the  notion  that  you  just  have  to  be  an  M.D.  or  waive — 
I  don't  think  that  gets  at  the  heart  of  the  issue. 

Senator  COHEN.  Well,  is  it  fair  to  say  that  one  of  the  reasons  why 
it's  recommended  that  you  normally  would  consult  a  physician  is 
that  that  physician  would  at  least  conduct  an  examination  to  find 
out  whether  you  have,  let's  say,  a  tumor  in  the  ear  canal  that 
might  be  accounting  for  the  impairment,  and  that  that  physician 
would  at  least  recognize  or  conduct  tests  that  would  determine  that 
there's  no  underlying  cause  that  needs  to  be  treated  from  a  physi- 
cian's point  of  viev/? 

That's  number  one. 

Number  two,  that  a  physician,  if  he  is  like  you,  would  recognize 
that  he  or  she  is  not  a  specialist  that  is  trained  in  the  field  and 
would  recommend  and  refer  that  patient  to  an  audiologist  or  to 
someone  who  has  greater  specialty?  That  this  provides  the  maxi- 
mum kind  of  protection  to  the  consumer?  Is  that  what 

Dr.  Kessler.  No.  I  think.  Senator,  that  a  comprehensive  hearing 
evaluation  should  be  the  first  step 

Senator  COHEN.  What  does  that  entail?  What  are  we  saying? 

Dr.  Kessler.  I  think  that — again,  we  are  analyzing  it  right  now 
to  decide  what  exactly  goes  in — what  makes  up  a  core 

Senator  Cohen.  What  is  a  comprehensive  analysis? 

Dr.  Kessler.  Well,  I  think  you  certainly — the  things  that  we're 
considering  in  a  comprehensive  hearing  assessment — I  mean,  it 
could  include,  you  know,  air  and  bone  conduction  tests,  pure  audi- 
ometry, speech  audiometry,  even  site  of  lesion  testing.  And  that 
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kind  of  testing  could  be  very  competently,  in  my  opinion,  performed 
by  an  audiologist — ^that's  the  first  step. 

And  not  only  performed,  but  assessed.  If  you  assess  the  results 
of  those  tests,  you  will  know  whether  there  is  reason  or  there  is 
a  possibility  that  there  is  a  medical  or  surgical  cause.  This  may  not 
be  a  straightforward  hearing  loss. 

Then  I  believe  if  you  have  that  comprehensive  hearing  evalua- 
tion, and  that's  done  by  someone  who's  trained  to  assess  the  re- 
sults, and  there's  reason  to  suspect  that  there  may  be  a  medical  or 
surgical  lesion  or  problem,  then  the  person  c£m  be  referred  to  some- 
body to  rule  out  a  tumor, 

I  don't  think  the  first  thing  you  do  is  go  rule  out  the  tumor. 

Senator  Cohen.  We  understand  that  the  Federal  Trade  Commis- 
sion is  now  investigating  possible  violations  by  two  manufacturers 
who  had  previously  signed  consent  orders  regarding  misleading  ad- 
vertising. What  is  the  level  of  coordination  between  the  FDA  and 
FTC? 

Dr.  Kessler.  Very  strong.  I  mean,  we  are  working  very  closely 
with  each  other. 

Since  we  have  begun  our  investigations,  we  have  met  almost  on 
a  constant  basis  to  coordinate  those  efforts. 

Senator  Cohen.  My  understanding  is  that  the  States  of  Kansas, 
Idaho,  Missouri,  Florida,  and  Washington  have  been  leading  cam- 
paigns to  either  restrict  or  completely  ban  mail-order  hearing  aid 
sales  within  their  borders,  and  that  even  the  Direct  Marketing  As- 
sociation, which  is  a  nonprofit  membership  organization  of  mail 
order  companies,  has  stated  in  a  hearing  trade  publication  that  a 
consumer  with  a  hearing  problem  should  purchase  an  aid  only 
under  the  direction  of  a  licensed  physician  or  professional. 

What  would  you  recommend  in  the  way  of  Federal  regulations 
covering  the  sale  of  hearing  aids  by  mail? 

Dr.  Kessler.  I  can't  figure  out  how  you  get  evaluated  by  mail. 

What  I'm  saying  today  is  that  I  think  everyone  who  buys  a  hear- 
ing aid  should  be  evaluated  by  someone  who's  competent,  and  I 
don't  know  how  that  happens  by  mail. 

Senator  Cohen.  Are  you  going  to  recommend  that  there  be  a 
Federal  regulation  banning  the  sale  of  hearing  aids  by  mail? 

Dr.  Kessler.  I  think  that's  something  that  we  need  to  work  on 
with  this  Committee  and  we  need  to  look  at. 

Senator  Cohen.  Senator  Kohl, 

Senator  Kohl.  Well,  thank  you  very  much.  Senator  Cohen, 

I  just  want  to  read  again  to  you  what  I  believe  we  have  operative 
in  Wiscoiisin,  Dr,  Kessler. 

In  Wisconsin,  we  have  strict  licensing,  testing,  and  professional 
competency  standards  for  all  hearing  professionals,  including  hear- 
ing instrument  dispensers,  audiologists,  and  speech  pathologists. 

As  you  know,  these  are  highly  trained  people  who  are  capable  of 
conducting  thorough  hearing  examinations. 

In  Wisconsin,  in  the  rare  cases  of  abuse,  we  do  have  a  profes- 
sional review  board  which  also  has  citizen  members  that  can  and 
does  take  the  disciplinary  action  and  revoke  licenses. 

Is  this  the  kind  of  operation  that  you  would  like  to  see  replicated 
in  all  50  States? 
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Dr.  Kessler.  I  certainly  would  strongly  suggest  that  kind  of 
scheme — that  framework — ^be  replicated.  I  think  licensure  to  insure 
competence  is  absolutely  critical  and  needs  to  apply  in  all  50 
States — ^yes. 

1  Senator  Kohl.  So  what  you  would  like,  as  we  understand — what 
you  may  very  well  decide  to  do  is  require  that  before  purchasing 
a  hearing  aid,  all  people  would  be  required  to  have  some  sort  of  ex- 
amination, not  necessarily  conducted  by  a  physician,  but  by  a 
qualified,  trained  professional. 

Dr.  Kessler.  Absolutely,  Senator. 

Senator  KOHL.  As  a  direction  in  which  you  believe  you're  going. 

Dr.  Kessler.  That's  correct.  Senator. 

Senator  Kohl.  Finally,  as  you  know,  currently.  Medicare  does 
not  cover  most  hearing  exams.  If,  in  fact,  we're  going  to  go  in  the 
direction  in  which  you  are  suggesting,  do  we  need  to  have  that 
hearing  exam  covered  by  some  sort  of  insurance? 

Dr.  Kessler.  I  think  that  the — obviously,  you  first  have  to  look 
at  it  with  respect  to  whether  you're  covering  devices,  and  I  cer- 
tainly yield  to  the  President — I  mean,  next  week,  he's  certainly  not 
going  to  get  into  these  kinds  of  specifics,  but  if  one's  talking  about 
pa3ring  $1,000 — or  we  heard  $2,000  this  morning — ^I  think  we  can't 
be — if,  in  fact,  $50  is  going  to  make  the  difference  between  whether 
a  $1,000  investment  is  going  to  be  worth  making,  it  certainly  seems 
to  me  that  it's  an  investment  that  is  worthwhile. 

Can  I  just  back  up  for  a  second  to  your  previous  point? 

I  am  all  in  favor  of  licensure.  I  think  that's  the  answer.  I  think 
that  the  issue,  though,  is  what  we  are  licensing. 

I  think  that  even  though  States  have  licensure — I  think  that  li- 
censure in  some  States  is  dependent  solely  on  good  moral  character 
and  not  having  contagious  diseases.  That's  not  the  kind  of  licensure 
that  I'm  talking  about. 

I'm  not  talking  about  simply  the  licensure  that  allows  one  to  fit 
a  hearing  aid.  I  am  talking  about  licensure  that  says,  'This  person 
that  we're  licensing  is  competent  to  perform  a  comprehensive  hear- 
ing evaluation  and  assess  the  results" — and  assess  the  results  in 
such  as  way  that  if  there  is  an  underlying  medical  reason,  that  per- 
son is  trained  by  experience  to  be  able  to  refer  that  patient  to  a 
physician  to  rule  out  an  important  medical  or  surgical  condition. 

Senator  Kohl.  Well,  you're  absolutely  right.  I'll  call  just  to  your 
attention  something  that  I'm  sure  you  know — ^that  in  the  State  of 
Wisconsin,  that  licensure  you're  talking  about  is  only  granted  after 
an  examination  that  covers  the  things  that  you  would  suggest  are 
necessary  in  order  to  license  somebody  beyond  their  character — 
that  they  have  to  have  the  kinds  of  experience,  background,  and 
qualifications  to  truly  be  able  to  conduct  a  good  hearing  examina- 
tion, which  is,  I  think,  what  you're  referring  to. 

Dr.  Kessler.  That's  the  direction  we're  moving  in,  and  I  cer- 
tainly applaud  those  States — I  mean,  that  have  already  taken  that 
initiative,  and  we  want  to  work  with  them.  What  our  goal  is,  is  to 
bring  all  States  and  to  work  with  all  States  so  that  every  citizen 
in  this  country  can  benefit  such  as  the  citizens  in  your  State. 

Senator  Kohl.  Thank  you.  Dr.  Kessler. 

Thank  you,  Senator  Cohen. 
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Senator  Cohen.  Dr.  Kessler,  would  you  comment  about  Ver- 
mont's request  for  an  exemption  from  the  waiver  requirement?  You 
didn't  refer  to  this  in  your  testimony. 

My  understanding  is  that  Vermont  has  passed  legislation  which 
is  more  restrictive  than  the  current  Federal  law  requires.  You  can, 
for  example,  have  a  waiver  of  a  physician's  exam,  and  Vermont  has 
said,  "No  option  to  waive  that."  Because  of  their  strict  law,  Ver- 
mont has  requested  an  exemption  from  the  FDA. 

I  was  wondering,  if  they  have  more  stringent  laws,  what  has 
been  the  delay  in  granting  Vermont  an  exemption? 

Dr.  Kessler.  We've  held  public  hearings  on  the  Vermont  waiver, 
and  I  have  even  looked  at  it  myself.  We  certainly  are  sjrmpathetic 
with  Vermont's  concern;  the  waiver  system — I  mean,  is  not  work- 
ing. 

Let  me  say  today.  Senator,  that  we  would  be  inclined  to  grant 
Vermont's  waiver,  and  I  will  write  to  Vermont  shortly  and  say  that 
we  are  inclined  to  grant  Vermont's  waiver,  if  there  are  certain 
changes  made  in  their  waiver. 

I  think  that  eliminating  the  waiver,  when  they  have  evidence 
that  the  waivers  are  being  abused,  I  think,  makes  a  lot  of  sense 
for  the  State  to  do.  The  concern  I  have  is  limiting  the  review  of  this 
comprehensive  hearing  evaluation  only  to  physicians. 

I  think  that  if  the  State  were  willing  to  broaden  that  to  licensed 
health  care  professionals  who  met  certain  competency  tests,  then 
we  would  be  inclined  to  grant  their  request  for  exemption  to  allow 
the  elimination  of  waivers  and  allow  the  evaluations  to  be  per- 
formed by  licensed  health  professionals.  But  we  don't  believe  that 
it's  only  if  a  physician  who — we'd  ask  them  to  broaden  their  consid- 
eration of  who's  competent  to  administer  those  hearing  evaluations. 

Senator  Cohen.  Has  FDA  done  this  yet?  Have  you  advised  Ver- 
mont that  you  would  be  willing  to  grant  that  exemption,  provided 
certain  changes  were  made? 

Dr.  Kessler.  We've  been  in  some  discussions,  but  as  I  said,  Sen- 
ator, we  would  be  inclined  to  do  that,  and  I  expect  to  be  writing 
to  Vermont  later  this  week  or  next  week  indicating  exactly  what 
I've  said  to  you. 

Senator  Cohen.  Okay.  One  of  the  frustrations  on  the  part  of  all 
of  our  constituents  is  to  get  responses  and  action  out  of  the  Federal 
bureaucracy. 

This  request  has  been  pending  since  July  21,  1989,  so  I  think  it's 
time  to  communicate  what  needs  to  be  done,  so  it  can  be  done,  and 
not  leave  it  pending  for  3  or  4  years. 

Dr.  Kessler.  I  am  in  full  agreement  with  that. 

Senator  Cohen.  Thank  you  very  much.  We  appreciate  your  testi- 
mony. It's  been  very  important  to  the  hearing. 

Dr.  Kessler.  Thank  you. 

Senator  Cohen.  Thank  you  for  all  of  your  help  to  our  Committee 
staff  in  sharing  the  kinds  of  complaints  that  your  office  has  been 
investigating. 

Dr.  Kessler.  Senator,  just  one  last  point — ^you  should  just  know, 
we  are  in  complete  agreement  with  the  findings  of  your  investiga- 
tion staff — of  this  Committee — ^and  certainly,  the  report  that  you 
will  hear  from  AARP,  I  think,  is  an  extraordinary  attempt  to  put 
this  whole  issue  into  perspective. 
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Senator  Cohen.  Thank  you. 

Our  next  witnesses  will  be  Mr.  Don  Darling,  who  is  the  Deputy 
Attorney  Greneral  for  the  State  of  West  Virginia,  and  Dr.  Mildred 
Dixon  of  Clinton,  Maryland,  the  Vice  President  of  the  American  As- 
sociation of  Retired  Persons.  In  this  capacity,  she  serves  on  the 
Board  of  Trustees  for  AARP's  Financial  Investment  Plan,  and  on 
the  Board  of  Counselors  of  the  Andress  Gerontology  Center  at 

use. 

We  also  have  Donna  Sorkin,  the  Executive  Director  of  Self  Help 
for  the  Hard  of  Hearing,  the  Nation's  largest  consumer  organiza- 
tion for  hard  of  hearing  people.  She  brings  a  uniquely  personal  in- 
sight into  an  experience  with  hearing  loss  and  its  impact. 

Welcome,  all  of  you,  and  Dr.  Dixon,  would  you  like  to  proceed 
first? 

STATEMENT  OF  DR.  MARGARET  DIXON,  VICE  PRESIDENT, 
AMERICAN  ASSOCIATION  OF  RETIRED  PERSONS 

Dr.  Dexon.  Thank  you,  Senator  Cohen. 

I  am  Margaret  Dixon,  Vice  President  of  the  American  Association 
of  Retired  Persons. 

Senator  Cohen.  We  have  "Mildred"  in  front  of  your  name  tag,  so 
we'll  correct  that. 

Dr.  Dixon.  Yes.  I  was  looking  for  my  name. 

AARP  very  much  appreciates  this  opportunity  to  testify  on  hear- 
ing aid  sales  and  the  regulation  of  the  market.  As  part  of  our  state- 
ment to  the  Committee,  AARP  is  releasing  today  a  study  entitled, 
"A  Report  on  Hearing  Aids:  User  Perspectives  and  Concerns,"  i 

AARP  encourages  its  members  to  have  their  hearing  evaluated, 
and  when  appropriate,  to  be  fitted  with  a  hearing  aid.  Neither  our 
testimony  today  nor  our  report  should  be  construed  as  a  reason  for 
anyone  to  put  off  a  hearing  evaluation  and  to  buy  an  aid  if  one  is 
needed. 

Hearing  aids,  with  sales  of  1.8  million  units  a  year,  represent  a 
$1  billion-plus  industry.  People  over  65  constitute  the  largest  seg- 
ment of  the  population  with  a  hearing  loss  and  are  the  principal 
purchasers  of  hearing  aids. 

Hearing  instruments  are  quite  expensive,  with  many  devices 
costing  more  than  $600.  In  addition,  about  half  of  all  users  wear 
two  aids.  Such  purchases  are  not  reimbursed  under  Medicare  or  by 
most  other  third-party  payers,  so  they  represent  significant  out-of- 
pocket  expenditures. 

Given  this,  hearing  aid  sales  practices  are  of  particular  impor- 
tance to  low,  moderate,  and  fixed  income  consumers. 

AARP's  research  consists  of  two  separate  components: 

First,  a  shopping  experience  study  where  consumer  testers  were 
evaluated  for  hesiring  aids  in  two  cities  in  Florida. 

Second,  an  analysis  of  4,000  letters  sent  by  AARP  members — 
hearing  aid  device  users — in  response  to  an  article  in  our  news- 
paper, "The  Bulletin." 

AARP  commissioned  a  shopping  experience  study  using  volunteer 
consumer  testers.  We  wanted  to  know  if  competent  practitioners 


1  See  Appendix  1. 
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are  following  accepted  standards  of  practice  in  hearing  aid  evalua- 
tions and  sales. 

Sixteen  teams  of  two  testers  each  visited  23  different  hearing  aid 
sales  operations  in  these  two  cities.  We  heard  earlier  from  Ms. 
Lomax,  who  was  one  of  these  volunteers. 

There  were  a  total  of  169  hearing  evaluations  that  took  them  10 
to  105  minutes.  The  principal  finding  of  this  research  was,  that 
while  many  hearing  aid  sellers  met  or  exceeded  State  testing 
standards,  many  did  not.  Moreover,  the  quality  of  these  examina- 
tions and  the  conclusions  drawn  varied  extensively. 

Overall,  evaluators  recommended  hearing  aids  to  57  percent  of 
the  consumer  testers.  However,  the  differences  among  sellers  with 
the  same  pool  of  consumer  testers  were  startling. 

In  one  Tampa  site,  33  percent  of  the  consumer  testers  received 
the  recommendation  that  they  needed  an  aid.  In  another  site,  80 
percent  of  those  same  testers  were  recommended  an  aid. 

In  West  Palm  Beach,  a  second  group  of  testers  found  that  the 
range  among  sites  went  from  50  percent  to  90  percent. 

Obviously,  when  the  range  of  recommendations  varies  from  40- 
50  percentage  points,  something  is  wrong. 

At  11  sites,  consumer  testers  reported  that  their  hearing  was 
evaluated  in  noisy  rooms. 

In  addition,  participants  reported  a  series  of  statements  made  by 
different  sellers  that  appeared  to  be  unfair  and  deceptive.  These  in- 
clude statements  that  it  was  in  the  consumers'  interest  not  to  see 
a  physician  before  purchasing  an  aid,  or  a  hearing  aid  would  exer- 
cise the  nerve  and  slow  down  the  hearing  loss,  or  that  a  hearing 
test  was  unnecessary  because  the  hearing  aid  he  recommended 
used  24  karat  gold  circuits. 

The  second  component  of  the  report  is  based  on  consumers'  feed- 
back about  their  hearing  aids. 

In  September  1991,  the  AARP  "Bulletin"  published  a  small  arti- 
cle directed  toward  hearing  aid  users.  Readers  were  asked  to  share 
their  experiences  about  their  hearing  aids. 

Most  of  the  letter-writers  were  older — over  age  70 — long-time, 
full-time  users — 67  percent  wear  their  hearing  aids  all  day  long. 

The  most  significant  finding  was  that  these  users  expressed  a 
relatively  low  level  of  satisfaction  with  their  aids.  Only  43  percent 
of  the  letter-writers  made  positive  comments  about  their  aids,  and 
34  percent  made  negative  comments. 

Because  of  the  nature  of  hearing  aid  purchases,  the  vulnerability 
of  older  consumers,  and  the  troublesome  sales  practices  associated 
with  this  industry,  there  is  a  continuing  need  for  proactive  over- 
sight at  both  the  Federal  and  State  levels.  Indeed,  the  potential  for 
improving  consumer  protections  for  older  users  has  never  been 
greater. 

Bringing  this  about  will  require  concerted  efforts  by  both  Federal 
and  State  agencies. 

To  this  end,  AARP  recommends  that  Federal  and  State  regu- 
lators heighten  enforcement  and  regulatory  activities  in  policing 
the  marketplace  to  insure  competency,  integrity,  fairness,  and  ac- 
curacy. 

Second,  that  national  standards  of  practice  for  all  hearing  eval- 
uations be  established,  that  consumers  be  educated  on  what  to  ex- 
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pect  of  a  hearing  evaluation,  that  the  FDA  adopt  minimum  levels 
of  competency  for  £ill  practitioners,  that  States  be  allowed  to  adopt 
stronger  standards  if  they  see  fit,  that  the  FDA  or  the  State  should 
require  a  30-day  return  period  for  the  sale  of  all  hearing  aids,  par- 
ticularly for  first-time  buyers,  and  that  the  FDA  continue  its  course 
of  requiring  clinical  data  to  substantiate  manufacturers'  claims. 

In  conclusion,  AARP  commends  the  Committee,  especially  Sen- 
ator Pryor  and  Senator  Cohen,  for  your  aggressive  efforts  to  call  at- 
tention to  this  issue.  We  believe  that  increased  Federal  2uid  State 
action  in  this  area  can  make  an  important  difference  in  the  lives 
of  millions  of  older  Americans.  Thank  you. 

[The  prepared  statement  of  Dr.  Dixon  follows:] 
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Briiijfhiji  lifctiiucs  ofcxprricncc  and  Unncifhtp  to  sfi~-r  ni!  nnirrnnoiK 

Statement  Of  The 
American  Association  Of  Rftired  Persons 

On 

Hearing  Aids  And  Older  Consumers 

The  American  Association  of  Retired  Persons  (AARP)  appreciates  this 
opportunity  to  testify  on  hearing  aid  sales  and  the  regulation  of  this  market.   As  pan  of 
our  statement  to  the  committee,  AARP  is  releasing  today  a  study  entitled,  A  Report  on 
Hearing  Aids.  User  Perspectives  and  Concerns.   It  summarizes  more  than  18  months  of 
consumer  research  and  forms  the  basis  for  many  of  our  conmients.  This  document  is  one 
in  a  series  of  reports  AARP  has  produced  which  looks  at  consumer  goods  and  services 
marketed  to  older  adults. 

AARP  encourages  its  members  to  have  their  hearing  evaluated  and,  when 
appropriate,  to  be  fitted  with  a  hearing  aid(s).  There  are  an  estimated  23.5  million 
people  in  our  nation  with  a  hearing  loss.   Over  half  (60  percent)  of  these  are  65  or  older. 
However,  only  3.78  million  people  wear  hearing  aids.   That  means  there  are  between  15 
and  20  million  people  who  could  benefit  from  wearing  these  devices  and  do  not. 
Without  an  aid,  many  older  Americans  find  themselves  cut  out  of  even  the  most  basic 
communications  of  everyday  living.   Hearing  aids  can  make  a  difference.   In  one  study, 
65  percent  of  hearing  aid  users  indicated  these  devices  improved  their  hves. 

Our  research  indicates  that  consumers  face  serious  problems  in  the  hearing  aid 
marketplace.   With  stepped-up  oversight  by  the  Congress,  the  regulatory  reforms 
proposed  by  the  FDA  proactive  enforcement  by  federal  and  state  regulators,  and  self- 
regulation  by  the  industry,  we  hope  these  problems  will  be  corrected.   However,  neither 
our  testimony  nor  our  report  should  be  construed  as  a  reason  for  anyone  to  put  off  a 
hearing  evaluation  and  to  buy  an  aid  if  one  is  needed.   Instead,  we  encourage  consumers 
to  protect  themselves  by  reviewing  some  of  the  buying  tips  listed  at  the  end  of  our 
testimony. 
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AARP  Report 

One  of  our  Association's  objectives  is  to  seek  a  fair  marketplace  for  all  older 
Americans.   That  is  why  we  conducted  the  research  and  published  the  report  on  hearing 
aids.   We  wanted  to  identify  consumer  problems,  increase  awareness  about  the 
marketplace,  and  provide  consumers  with  helpful  information  about  market  conditions. 

Hearing  aids,  with  sales  of  1.8  million  units  a  year,  represent  a  billion  dollar  plus 
industry.   People  over  65  are  both  the  principal  purchasers  of  hearing  aids  (65  percent) 
and  the  largest  segment  of  the  population  with  a  hearing  loss.   Sales  practices  associated 
with  hearing  aids  are  of  tremendous  importance  to  many  older  Americans.   Hearing 
instruments  are  quite  expensive.   Many  devices  cost  more  than  $600.   What's  more, 
about  half  of  all  users  wear  two  aids.   Since  such  purchases  are  not  reimbursed  under 
Medicare  or  by  most  other  third-party  payers,  they  represent  significant  out-of-pocket 
expenditures.   Given  this,  heaiing  aid  sales  practices  are  of  particular  importance  to  low-, 
moderate-,  and  fixed-income  consumers. 

AARP's  research  consisted  of  two  separate  components: 

•  A  shopping  experience  study  where  consumer  testers  were 
evaluated  for  hearing  aids  in  two  cities  in  Florida. 

•  An  analysis  of  4,000  letters  sent  by  AARP  members/hearing 
aid  device  users  in  response  to  an  article  in  our  newspaper, 
the  Bulletin. 

Let  me  simimarize  some  of  the  key  elements  of  each  of  these  items.  For  more 

detailed  information,  I  refer  you  to  the  report  itself. 
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Shopping  Experience  Study 

Purchasing  an  aid(s)  can  be  a  confusing  process,  particularly  for  first-time  buyers. 
The  list  of  manufacturers,  practitioners,  and  regulators  can  be  baffling.   While  the  same 
kinds  of  electronic  chips  may  be  used  in  manufacturing  a  hearing  aid  as  in  consumer 
electronics,  buying  an  aid  is  not  like  purchasing  a  color  TV  or  VCR.   As  with  most 
medical  devices,  the  buyer  must  rely  on  the  seller  to  evaluate  need  and  recommend  a 
product  to  match  the  hearing  loss. 

AARP  conmiissioned  a  shopping  experience  study  using  volunteer  consumer 
testers  to  document  how  this  process  worked.   We  wanted  to  know  if  competent 
practitioners  are  following  accepted  standards  of  practice  in  hearing  aid  evaluations  and 
sales.  Second,  we  wanted  to  know  the  level  of  regulatory  compliance.   Florida  was 
selected  because  of  its  large  population  of  elders,  significant  hearing  aid  sales,  and  strong 
regulatory  standards. 

Sixteen  teams  of  two  testers  each  (six  teams  in  Tampa  and  ten  teams  in  West 
Palm  Beach)  visited  23  different  hearing  aid  sales  operations  in  these  two  cities.  There 
were  a  total  of  169  hearing  evaluations  that  took  from  10  to  105  minutes.  After  each 
visit,  team  members  recorded  what  happened  on  special  forms.  These  reports  were 
coded  and  analyzed  by  researchers  from  the  Institute  for  Technology  Development 
(ITD).' 


'llU  is  a  private  research  institute  that  conducts  research  into,  among  other  things,  goods  and  services 
marketed  to  older  persons.  Dr.  Margaret  Wylde,  an  ITD  Vice-President  who  is  also  a  Ph.D.  audiologist, 
conducted  this  research  for  AARP. 
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The  principal  finding  of  this  research  was  that  while  many  hearing  aid  sellers  met 
or  exceeded  state  testing  standards,  a  significant  number  did  not.   Moreover,  the  quality 
of  these  examinations  and  the  conclusions  drawn  varied  extensively.   For  example, 
Florida  regulations  require  an  otoscopic  examination  of  both  ears.   Three  practitioners 
failed  to  conduct  these  examinations  with  a  number  of  testers. 

State  and  federal  regulations  required  a  pure  tone  air  and  pure  tone  bone 
examination  with  each  subject  (see  pages  56-59  of  the  report  for  definitions  and  details). 
However,  consumer  testers  reported  that  in  41  percent  of  the  cases,  an  aid  was 
recommended  without  conducting  one  of  these  two  most  basic  tests.   Pure  tone  air  and 
bone  tests  are  used,  in  part,  to  determine  if  there  is  a  medically  treatable  condition. 

Overall,  evaluators  recommended  hearing  aids  to  57  percent  of  the  consumer 
testers.   However,  the  differences  among  sellers  with  the  same  pool  of  consumer  testers 
was  startling.   In  one  Tampa  site,  33  percent  of  the  consumer  testers  received  a 
recommendation  that  they  needed  an  aid.   In  another  site,  80  percent  of  those  same 
testers  were  recommended  an  aid.   In  West  Palm  Beach,  a  second  group  of  testers  found 
that  the  range  among  sites  went  from  50  percent  to  90  percent.   Obviously,  when  the 
range  of  recommendations  varies  from  40  to  50  percentage  points,  something  is  awry. 
Serious  questions  are  raised  about  adherence  to  standards^  and  good  practice. 

At  11  sites,  consumer  testers  reported  their  hearing  was  evaluated  in  "noisy 
rooms."    They  reported  hearing  traffic,  the  hum  of  an  air  conditioner,  people  talking  in 
the  next  room,  a  gardener  working  outside,  and  other  noises  while  their  hearing  was 


^By  contrast,  the  ITD  audiologist,  who  trained  and  evaluated  each  consumer  testers'  hearing  before  this 
study  began,  would  have  recommended  an  aid  for  45  percent  of  these  individuals. 
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evaluated.   Florida  has  standards  for  limiting  background  noise  during  audiometric  testing 
to  insure  proper  hearing  aid  evaluations.   Being  tested  in  a  "noisy"  room  would  not  meet 
these  standards. 

Finally,  consumer  testers  reported  a  series  of  statements  and  practices  made  by 
different  sellers  that  appear  to  be  unfair  and  deceptive.  These  include  the  following: 

•  In  a  number  of  cases,  sellers  recommended  aids  to  consumers 
who  were  clearly  not  candidates  for  such  devices. 

•  One  stated  it  was  in  the  consumer's  interest  not  to  see  a 
physician  before  purchasing  an  aid. 

•  One  stated  a  hearing  aid  would  "exercise  the  nerve  and  slow 
down  the  hearing  loss."' 

•  One  stated  a  30-day  trial  period  would  be  unnecessary  since 
the  aid  he  recommended  used  24K  gold  circuits. 

•  One  stated  a  hearing  aid  was  needed  right  away  and  coupled 
this  with  a  refusal  to  provide  price  information  until  a  sale 
was  consummated. 

•  In  the  Tampa  sites,  75  percent  of  the  sellers  had  a  sign 
stating  itemized  prices  were  available.   In  West  Palm  Beach, 
only  67  percent  posted  such  a  sign.* 

After  the  shopping  test  was  completed,  we  asked  testers  what  they  would 
recommend  to  first-time  buyers.  They  offered  two  strong  suggestions:   (1)  buyer  beware 
and  (2)  shop  around. 

While  Florida's  hearing  aid  regulations  are  some  of  the  strongest  in  the  country, 
apparently  they  are  no  guarantee  of  adequate  consumer  protection.  They  do  not  appear 


'Florida  regulations  prohibit  statements  that  a  hearing  aid  will  retard  the  progression  of  a  bearing 
impainnenL 

'Florida  requires  the  posting  of  a  sign  stating  itemized  prices  are  available  in  every  location. 
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to  ensure  that  the  hearing  evaluation  and  recommendation  consumers  receive  is  either 
complete  or  accurate.   Florida  does  not  have  a  proactive  system  of  auditing  sellers  to 
determine  compliance  with  its  standards.   Instead,  the  state  Department  of  Business  and 
Professional  Regulation,  like  many  other  states,  relies  upon  complaints  to  trigger  an 
investigation.   In  comments  on  an  earlier  draft  of  this  report,  the  chief  of  the 
department's  Bureau  of  Investigative  and  Consumer  Services  wrote  that  the  report 
"provides  significant  justification  for  proactive  regulation." 

Consumer  Response 

The  second  component  of  the  report  is  based  on  consumers'  feedback  about  their 
hearing  aids.   In  September  of  1991,  the  AARP  Bulletin  published  a  small  article 
directed  toward  hearing  aid  users.  Readers  were  asked  to  share  their  experiences  about 
their  hearing  aids  (see  the  appendix  in  the  report).   The  first  4,000  letters  received  were 
tabulated  and  analyzed  (a  total  of  8,000  responses  were  ultimately  mailed). 

Most  of  the  letter  writers  were  older  (over  age  70),  long-time,  full-time  users  —  67 
percent  wear  their  aids  all  day  long.  The  most  significant  finding  was  that  these  users 
expressed  a  relatively  low  level  of  satisfaction  with  their  aids.  Only  43  percent  of  the 
letter  writers  made  positive  comments  about  their  aid  and  34  percent  made  negative 
comments'. 

An  analysis  relating  positive  and  negative  AARP  letters  to  brands  purchased  was 
also  conducted.   It  found  that  the  percentage  of  positive  letters  varied  fi-om  32  percent  to 


^e  letters  received  by  AARP  (see  repon  for  details)  represent  one  of  the  largest  collections  of  user 
opinion  on  hearing  aids  collected  to  date.  However,  letter  writers  self-selected  themselves.  Therefore,  the 
results  cannot  be  generalized  to  all  hearing  aid  users  or  to  the  older  population. 
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55  percent  according  to  the  particular  brand.  Negative  letters  ranged  from  19  percent  to 
55  percent. 

Regulatory  AcnvrrY 

Consumer  satisfaction  and  dissatisfaction  are  important  elements  of  marketing 
strategies.  They  also  serve  as  catalysts  for  implementing  or  blocking  consumer 
protections. 

The  FTC,  Food  and  Drug  Administration  (FDA),  state  licensing  boards,  and 
attorneys  general  all  have  overlapping  authority  over  the  hearing  aid  marketplace.   Since 
1985,  however,  there  has  been  little  activity  in  this  important  area  even  though  consumer 
satisfaction  is  relatively  low. 

The  FTC  has  a  long  history  of  regulatory  action  relating  to  hearing  aids.   Between 
1934  and  1976,  this  agency  obtained  orders,  consent  decrees,  or  voluntary  compliance 
actions  in  66  different  cases.   Because  of  this  level  of  activity,  commission  staff  had 
sought  a  trade  rule  in  1975  to  impose  comprehensive  requirements  on  sellers  and 
manufacturers.   However,  this  rulemaking  proceeding  was  dropped  in  1985  on  the  basis 
of  an  FTC  study  (Market  Facts,  1984)  showing  an  84%  satisfaction  level  among  hearing 
aid  purchasers.   Notably,  recent  industry  studies  (MarketTrack  I,  11,  and  III,  1989-91) 
have  found  much  lower  levels  of  consumer  satisfaction  -  ranging  between  55  and  58 
percent. 

Since  that  rulemaking  proceeding  was  terminated,  the  FTC  has  reported  taking 
two  enforcement  actions.  Both  involved  dispensers.   Based  on  a  Dahlberg  Inc.  news 
release  (Dahlberg  manufactures  Miracle-Ear),  the  FTC  appears  to  be  currently  reviewing 
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advertising  claims  by  this  firm.    This  review  is  based  on  a  1976  consent  decree  with  the 
FTC  signed  by  Dahlberg. 

The  FDA  has  nominally  regulated  hearing  aids  as  medical  devices  since  1977, 
primarily  in  the  areas  of  safety  and  efficacy  of  these  devices.  FDA  focused  only  minimal 
attention  on  hearing  aids  until  this  year. 

The  most  specific  regulations  are  based  at  the  state  level.   Hearing  specialist  and 
audiology  boards  can  establish  standards  of  practice  and  set  competency  standards  for 
practitioners.  According  to  a  recent  consumer  survey  of  hearing  specialist  boards',  "most 
boards  have  adequate  oversight,  disciplinary,  and  enforcement  powers,  but  seldom  use 
them"  {emphasis  added).  For  a  three  year  period,  10  boards  took  no  action  and  12  others 
were  only  minimally  active. 

AARP  applauds  recent  actions  by  the  FDA  to  correct  what  it  called  "misleading 
claims"  and  the  commissioner's  call  to  reform  the  agency's  hearing  aid  regulations. 
Recent  FTC  actions  also  demonstrate  renewed  interest  in  this  area.  AARP  looks 
forward  to  working  with  the  FDA,  FTC,  and  designated  state  agencies  in  addressing 
advertising  and  sales  problems  relating  to  hearing  aids.  Qearly,  remedial  action  is 
needed  at  both  federal  and  state  levels. 

Because  of  the  nature  of  hearing  aid  purchases,  the  vulnerability  of  older 
consumers,  and  the  troublesome  sales  practices  associated  with  this  industry,  there  is  a 
continuing  need  for  proactive  oversight  at  both  the  federal  and  state  levels.   Indeed,  the 


'Lewis,  EJ.,  P.R.  Powers,  etaL,  Protectine  The  Hearing  Aid  User  State  Regulation  Of  Hearing  Aid 
Dispensers. 
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potential  for  improving  consumer  protections  for  older  users  has  never  been  greater. 
Bringing  this  about  will  require  concerted  efforts  by  both  federal  and  state  agenciea. 
AARP  recommends  that: 

•  Federal  and  state  regulators  heighten  enforcement  and 
regulatory  activities  in  policing  the  marketplace  to  ensure 
competency,  integrity,  fairness,  and  accuracy.   Relying  merely 
on  complaints  does  not  gauge  the  true  extent  of  consumer 
problems.   Much  more  needs  to  be  done  to  monitor 
complaints. 

•  National  standeirds  of  practice  for  all  hearing  evaluations 
need  to  be  established.  Attendant  consumer  education  would 
educate  consumers  on  what  to  expect  in  a  hearing  evaluation. 

•  The  FDA  should  adopt  minimum  levels  of  competency  for  all 
practitioners.  States  should  be  allowed  to  adopt  stronger 
standards  as  they  see  fit. 

•  The  FDA  and/or  the  states  should  require  a  30-day  return 
period  for  the  sale  of  all  hearing  aids,  particularly  for  first- 
time  buyers.  Manufacturers  offer  dispensers  60-  to  90-day 
return  periods  for  credit.  Consumers  need  a  similar  grace 
period.  In  many  ways,  if  properly  used,  a  trial  period  is  the 
consumer's  most  important  protection.  This  protection  is 
already  on  the  books  in  more  than  ten  states. 

•  The  FDA  should  continue  its  course  of  requiring  clinical  data 
to  substantiate  manufacturers'  claims.  Misleading,  false,  or 
deceptive  advertising  should  be  prohibited  and  aggressively 
policed.  Because  of  the  nature  of  this  product,  the  standard 
of  proof  may  not  need  to  meet  the  criteria  of  double-blind 
studies. 

When  shopping  for  a  hearing  aid,  AARP  recommends  consumers  become  careful 

shoppers.  Shopping  tips  which  should  assist  buyers  include  the  following: 

1)        Be  an  educated  consumer.  Go  to  the  h'brary  and  learn  about 
hearing  aids  and  hearing  evaluations  prior  to  making  a 
purchase.  There  are  a  nimiber  of  excellent  resources 
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available  for  first-time  buyers.'  Learn  about  service 
providers  and  the  range  of  services  and  products  they  offer. 
Check  your  telephone's  Yellow  Pages  for  practitioners  in  your 
area. 

2)  If  you're  a  first-time  buyer,  be  sure  to  visit  a  physician, 
preferably  a  specialist  in  treating  hearing  impairments,  for  a 
medical  examination  before  buying  an  aid. 

3)  Try  to  have  your  hearing  evaluated  by  a  certified  audiologist. 
Audiologists  generally  are  the  most  knowledgeable  of  the 
practitioners  that  evaluate  and  fit  hearing  aids.   They  also 
conduct  the  most  thorough  evaluations. 

4)  Be  on  your  guard.  There  are  practitioners  in  all  occupations 
who  are  more  interested  in  a  sale  than  your  welfare. 

5)  Secure  a  written  quotation  for  the  hearing  test,  hearing  aid 
and  all  other  associated  costs.   Costs  do  vary  but  shouldn't  be 
the  only  consideration  in  buying  an  aid. 

6)  Secure  a  copy  of  your  audiogram  in  addition  to  any  other 
hearing  test  results.   If  you  don't  understand  test  results,  ask 
more  questions. 

7)  Be  skeptical  about  any  claims  made  for  the  product  and  any 
high  pressure  tactics. 

8)  Demand  a  30-  to  60-day  trial  period  to  test  the  aid  in  your 
hearing  enviroimient.  The  cost  to  you  if  you  return  the  aid, 
should  be  minimal.  Be  sure  to  ask  how  the  trial  period 
works. 

9)  Practice  with  the  aid  during  your  trial  period  and  attend  all 
scheduled  follow-up  sessions. 

10)  Accept  the  fact  that  even  the  best  aid,  fitted  by  the  most 
competent  individual,  may  need  to  be  remade  or  adjusted.   It 
is  also  the  consimier's  responsibility  to  work  with  the  seller. 

11)  If  you're  not  satisfied,  return  the  aid  within  the  trial  period. 

12)  If  necessary,  file  a  complaint  with  the  state  licensing  board, 
your  attorney  general,  and  the  Federal  Trade  Commission  or 
the  Food  and  Drug  Administration. 


^ 


^Consumeis  can  also  get  a  free  copy  of  AARP's  guide  to  hearing  aids  by  writing:  Product  Report: 
Hearing  Aids  (D13766),  AARP  (EE0458),  PO  Box  22796,  Long  Beach,  CA  90801-5796  (Please  aUow  four 
to  six  weeks  for  deliveiy.) 
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Note. — Subsequent  to  the  hearing  Senator  Simpson  submitted 
questions  for  Dr.  Dixon.  They  are  listed  in  Appendix  2. 
Senator  COHEN.  Thank  you  very  much,  Dr.  Dixon. 
Mr,  Darling. 

STATEMENT  OF  DON  DARLING,  DEPUTY  ATTORNEY  GENERAL, 

STATE  OF  WEST  VIRGINIA 

Mr.  Darling.  Thank  you,  Senator  Pryor  and  Senator  Cohen.  My 
comments  today  are  from  the  perspective  of  someone  who  is 
charged  with  enforcing  consumer  protection  laws. 

Hearing  loss  is  an  affliction  that  affects  approximately  24  million 
people  in  the  United  States,  the  majority  of  which  are  elderly. 

Elderly  individuals  who  suffer  from  hearing  loss  and  refuse  to 
purchase  a  hearing  aid  commonly  withdraw  from  society  because 
of  their  inability  to  socialize  and  communicate  with  others,  and  be- 
cause of  society's  intolerance  toward  their  affliction. 

Conversely,  elderly  consumers  that  decide  to  purchase  hearing 
aids  to  compensate  for  their  hearing  loss  are  faced  with  a  daunting 
and  confusing  task  of  choosing  from  whom  to  purchase  a  hearing 
aid. 

The  skill  and  competency  of  hearing  aid  dispensers  varies  greatly 
in  degree.  As  a  result,  elderly  consumers  purchasing  hearing  aids 
are  frequently  sold  hearing  aids  that  are  not  suited  to  their  needs 
because  of  inadequate  testing  and  fitting  by  incompetent  and 
fraudulent  dispensers. 

The  West  Virginia  Attorney  General's  Office  has  long  been  a  firm 
advocate  of  protecting  the  rights  of  the  elderly  in  consumer  mat- 
ters. 

West  Virginia  opened  its  first  wide-scale  investigation  of  hearing 
aid  dispensers  in  1992  at  the  request  of  elderly  consumers  and  the 
West  Virginia  Board  of  Hearing  Aid  Dealers. 

The  investigation  focused  on  a  Charleston,  West  Virginia-based 
"Miracle-Ear"  franchise  dealer  doing  business  as  "Miracle-Ear 
Hearing  Aid  Center." 

During  the  course  of  the  investigation,  thousands  of  documents 
were  reviewed  and  analyzed  by  clinical  audiologists  and  medical 
doctors,  and  formal  and  informal  testimony  of  numerous  experts 
was  consulted. 

After  review  and  examination  of  audiograms,  the  medical  experts 
uniformly  concluded  that  the  documents  reflected  incompetent  test- 
ing and  a  lack  of  reliability  or  validity  of  the  test  as  a  whole,  re- 
sulting in  sales  of  unnecessary  or  inadequate  hearing  aids. 

The  investigation  of  the  "Miracle-Ear"  franchise  also  included 
interviews  with  elderly  consumers  filing  complaints  with  the 
Consumer  Protection  Division  of  the  Attorney  General's  Office. 

In  virtually  every  interview  conducted,  the  consumer  stated,  "I 
could  hear  better  without  the  hearing  aid  than  with  the  hearing 
aid,"  and  "I  have  kept  the  hearing  aid  in  my  dresser  drawer  be- 
cause the  aid  was  not  benefiting  my  hearing." 

The  majority  of  the  consumers  interviewed  expressed  dissatisfac- 
tion with  the  level  of  performance.  The  consumers'  dissatisfaction 
seemed  to  stem  primarily  from  inflated  expectations  consumers  had 
from  deceptive  advertisements  by  the  hearing  aid  manufacturers. 
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Interviews  with  elderly  hearing  aid  purchasers  also  led  to  the 
discovery  that  many  elderly  consumers  were  assessed  excessive  fi- 
nance charges  without  their  knowledge. 

Elderly  consumers,  unable  to  pay  the  cash  price  of  the  hearing 
aid,  were  usually  told  by  the  dispenser  that  they  would  be  allowed 
to  make  installment  payments.  However,  the  consumers  were 
never  told  that  finance  charges  would  be  imposed. 

In  virtually  every  instance,  the  dispensers'  hearing  aid  purchase 
agreement  failed  to  disclose  the  amount  of  the  finance  charge,  or 
the  annual  percentage  rate,  or  the  number  of  installment  pay- 
ments, or  much  of  the  other  material  required  by  the  terms  of  the 
Truth  in  Lending  Act. 

On  most  occasions,  the  interest  assessed  by  the  dispenser  was 
usurious  under  West  Virginia  law. 

In  one  instance,  the  consumer  was  told  by  the  dispenser  to  con- 
tinue making  installment  pajrments,  despite  having  paid  off  the 
hearing  aid  contract  several  months  before. 

The  final  phase  of  the  investigation  was  the  most  telling,  and  in- 
volved formal  and  informal  interviews  with  current  and  former  em- 
ployees that  performed  hearing  aid  sales  at  the  dealership. 

These  employees  who  were  interviewed  were,  for  the  most  part, 
not  licensed  to  dispense  hearing  aids  within  the  State  of  West  Vir- 
ginia. Rather,  these  individuals  were  designated  as  trainees  who 
are  permitted  under  West  Virginia  law  to  dispense  hearing  aids 
within  the  State  despite  not  having  satisfied  any  competency  test- 
ing. 

Every  trainee  interviewed  stated  that  while  they  were  testing  for 
hearing  loss,  and  sold  and  fit  hearing  aids,  they  had  no  conception 
of  how  to  evaluate  an  individual's  loss  of  hearing  or  determine 
when  a  person  needed  a  hearing  aid.  Instead,  the  salespeople  inter- 
viewed were  primarily  interested  in  closing  a  sale  and  receiving 
their  commission. 

When  asked  to  define  the  most  fundamental  terms  used  within 
the  profession,  such  as  air  conduction,  bone  conduction,  speech  re- 
ception level,  most  comfortable  level,  uncomfortable  level,  etc., 
these  individuals  were  uniformly  dumbfounded. 

As  a  consequence  to  the  findings  made  in  the  course  of  the  inves- 
tigation, the  West  Virginia  Attorney  General's  Office  filed  a  lawsuit 
alleging  26  separate  counts.  These  included  gross  incompetence 
and  negligence  in  the  fitting  and  sales  of  hearing  aids,  high  pres- 
sure sales  and  scare  tactics,  breach  of  expressed  and  implied  war- 
ranties, inadequate  servicing  of  consumers'  hearing  aids,  and  other 
complaints. 

A  second  lawsuit  was  recently  filed  against  an  independent  hear- 
ing aid  dispenser  doing  business  in  West  Virginia.  The  violation  al- 
leged in  that  lawsuit  included  taking  money  under  false  pretenses, 
and  failing  to  provide  customers  a  refund  upon  proper  recision  of 
their  hearing  aid  purchase  agreement. 

We  are  also  now  undertaking  investigations  into  two  other  hear- 
ing aid  dispensers  in  the  State  of  West  Virginia. 

I  would  now  wish  to  focus  my  discussion  on  the  problems  facing 
the  hearing  aid  industry  and  purchasers  as  a  whole,  and  perhaps 
recommend  some  solutions. 
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I  believe  that  the  problems  we've  encountered  in  the  prosecution 
of  fraudulent  and  incompetent  hearing  aid  dispensers  are  a  micro- 
cosm of  the  problems  facing  the  hearing  industry  as  a  whole. 

First,  the  fraudulent  representations  relating  to  the  benefits  in 
using  hearing  aids,  which  are  made  in  television  and  print  adver- 
tisements, must  be  prohibited.  Such  advertisements  give  elderly 
consumers,  grasping  for  solutions  to  their  hearing  problems,  false 
hope  and  false  expectations  as  to  the  technological  ability  of  a  hear- 
ing aid. 

The  advertisements,  which  are  clearly  targeted  at  the  elderly, 
provide  a  sense  of  legitimacy  to  the  unconscionable  representations 
made  by  unscrupulous  hearing  aid  dispensers. 

Recently,  an  extensive  multistate  investigation  in  deceptive  ad- 
vertising was  undertaken  by  17  States  through  the  offices  of  the 
National  Association  of  Attorneys  General.  The  investigation  is  fo- 
cused on  hearing  aid  manufacturers'  advertisements  that  falsely 
represent  the  features  or  performance  characteristics  of  their  hear- 
ing aids. 

The  multistate  working  group  was  created  for  the  purpose  of  en- 
joining hearing  aid  manufacturers  from  advertising  about  false  and 
misleading  performance  claims. 

The  investigation  is  now  nearing  conclusion,  and  we  hope  it  is  in 
the  process  of  settlement  with  the  major  hearing  aid  manufacturer. 

Second,  States'  licensing  and  regulatory  boards  must  prohibit  in- 
dividuals who  have  not  undertaken  competency  testing  from  selling 
hearing  aids  with  or  without  supervision  by  a  licensed  hearing  aid 
dispenser. 

In  West  Virginia,  a  trainee  can  sell  a  hearing  aid  only  with  su- 
pervision by  a  licensed  hearing  aid  dispenser;  however,  the  super- 
vision requirement  has  been  abused  by  many  dealers,  and  in  many 
instances,  the  supervision  is  so  attenuated  that  it  is  nonexistent. 

Also,  I  might  add,  in  West  Virginia,  you  are  not  required  to  have 
any  special  training  in  order  to  become  an  apprentice  and  under- 
take this  work;  while  in  contrast,  if  you  wish  to  become  a  real  es- 
tate agent  in  West  Virginia,  you  must  undergo  over  100  hours  of 
formal  classroom  training  before  being  qualified  to  sit  for  the  exam- 
ination to  become  a  real  estate  agent. 

Third,  manufacturers  of  hearing  aids  must  bear  responsibility  for 
the  shortcoming  of  hearing  aid  dealers,  and  refuse  to  design  and 
sell  hearing  aids  to  dealers  when  the  data  submitted  to  the  manu- 
facturers indicates  inadequate  or  incompetent  testing. 

Data  reviewed  by  clinical  audiologists  during  the  course  of  the 
"Miracle-Eai^  investigation  revealed  that  many  of  the  hearing  aids 
sold  by  the  manufacturers  to  dispensers  were  designed  on  the  basis 
of  insufficient  information,  and  consequently,  the  aids  had  inad- 
equate characteristics  to  meet  the  consumers'  needs. 

Senator  Pryor  [resuming  Chair].  Mr.  Darling,  could  I  interrupt 
you  just  a  moment? 

It's  very  likely  that  we  may  have  a  vote  within  about  30  minutes 
or  so,  and  we  do  have  a  panel  to  follow.  I'm  wondering  if  I  might 
ask  you  to  conclude 

Mr.  Darling.  Certainly. 

The  Chairman.  I'm  apologetic  about  interrupting  you. 

Mr.  Darling.  No  apology's  necessary,  sir. 
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The  Chairman.  Your  full  statement  will  be  placed  in  the  record. 

Mr.  Darling.  I  might  only  add  that — actually,  to  some  comments 
made  here  before — is  our  concern  with  the  abuse  of  the  waiver  of 
certification  by  a  physician. 

I  believe  that  is  one  of  our  major  and  final  concerns,  and  that's 
been  addressed  by  some  of  the  other  witnesses. 

With  that.  111  conclude. 

[The  prepared  statement  of  Mr.  Darling  follows:] 
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PREPARED  STATEMENT  OF 

DONALD  L.  DARLING 

DIRECTOR,  ANTITRUST/CONSUMER  PROTECTION  DIVISION 
WEST  VIRGINIA  ATTORNEY  GENERAL'S  OFFICE 

BEFORE  THE 

SPECIAL  COMMITTEE  ON  AGING 
UNITED  STATES  SENATE 

September  15,  1993 


Senator  Pryor,  Senator  Cohen  and  members  of  the  committee: 
Thank  you  for  this  opportunity  to  discuss  my  views  on  the  problems 
facing  the  hearing  aid  industry.  I  am  testifying  in  my  capacity 
as  a  designate  of  the  Attorney  General  of  the  State  of  west 
Virginia  and  as  a  member  state  of  the  National  Association  of 
Attorney  Generals  (NAAG),  although  my  views  are  not  necessarily 
those  of  NAAG  as  a  whole. 

Hearing  loss  is  an  affliction  that  affects  approximately 
twenty-eight  million  people  in  the  United  States,  the  majority  of 
which  are  elderly.  Elderly  individuals  suffering  from  hearing  loss 
that  refuse  to  purchase  a  hearing  aid  commonly  withdraw  from 
society  because  of  their  inability  to  socialize  and  communicate 
with  others  and  because  of  societies'  intolerance  towards  their 
affliction.  Conversely,  elderly  consumers  that  decide  to  purchase 
hearing  aids  to  compensate  for  their  hearing  loss  are  faced  with 
the  daunting  and  confusing  task  of  choosing  from  whom  to  purchase 
a  hearing  aid.  The  skill  and  competency  of  hearing  aid  dispensers 
varies  greatly  in  degree.  As  a  result,  elderly  consumers 
purchasing  hearing  aids  are  frequently  sold  hearing  aids  that  are 
not  suited  for  their  needs  because  of  inadequate  testing  and 
fitting  by  incompetent  and  fraudulent  dispensers. 

The  West  Virginia  Attorney  General ' s  Office  has  long  been  a 
firm  advocate  of  protecting  the  rights  of  the  elderly  in  consumer 
matters.  West  Virginia  opened  its  first  wide-scale  investigation 
of  hearing  aid  dispensers  in  May,  1992  at  the  request  of  elderly 
consumers  and  the  West  Virginia  Board  of  Hearing  Aid  Dealers .  The 
investigation  focused  on  a  Charleston,  West  Virginia  based  Miracle 
Ear  franchise  dealer  doing  business  as  Miracle  Ear  Hearing  Aid 
Center.  During  the  course  of  the  investigation,  thousands  of 
documents  were  reviewed  and  analyzed  by  clinical  audiologists  and 
medical  doctors  and  formal  and  informal  testimony  of  numerous 
experts  were  consulted.  After  review  and  examination  of 
audiograms,  i.e.  the  results  of  hearing  examinations,  and  review 
of  patients'  medical  records,  the  medical  experts  uniformly 
concluded  that  the  documents  reflected  incompetent  testing  and  a 
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lack  of  reliability  or  validity  of  the  tests  as  a  whole,  resulting 
in  sales  of  unnecessary  or  inadequate  hearing  aids . 

The  investigation  of  the  Miracle  Ear  franchise  dealer  also 
included  interviews  with  elderly  consumers  filing  complaints  with 
the  Consumer  Protection  Division  of  the  Attorney  Generals  Office. 
In  virtually  every  interview  conducted  the  consumers  stated  that: 
"I  could  hear  better  without  the  hearing  aid  than  with  the  hearing 
aid";  and  "I  have  kept  the  hearing  aid  in  my  dresser  drawer  because 
the  aid  has  not  benefited  my  hearing".  The  majority  of  the 
consumers  interviewed  expressed  dissatisfaction  with  the  level  of 
performance  of  their  hearing  aid.  The  consumers  dissatisfaction 
seemed  to  stem  primarily  from  the  inflated  expectations  consumers 
had  from  the  deceptive  advertisements  disseminated  by  the  major 
hearing  aid  manufacturers. 

Interviews  with  elderly  hearing  aid  purchasers  also  led  to  the 
discovery  that  many  elderly  consumers  were  assessed  excessive 
finance  charges  without  their  knowledge.  Elderly  consumers,  unable 
to  pay  the  cash  price  of  the  hearing  aid,  were  usually  told  by  the 
dispenser  that  they  would  be  allowed  to  make  installment  payments. 
However,  the  consumers  were  never  told  that  finance  charges  would 
be  imposed.  In  virtually  every  instance  the  dispenser's  hearing 
aid  purchase  agreement  failed  to  disclose  the  amount  of  the  finance 
charge,  the  annual  percentage  rate,  the  number  of  installment 
payments,  or  any  other  material  credit  term  as  required  under  the 
Truth  in  Lending  Act.  On  most  occasions  the  interest  assessed  by 
the  dispenser  was  usurious  under  West  Virginia  state  laws.  In  one 
instance  a  consumer  was  told  by  the  dispenser  to  continue  making 
installment  payments  despite  having  paid  off  the  hearing  aid 
several  months  previous. 

The  final  phase  of  the  investigation  of  the  Miracle  Ear 
franchise  dealer  was  the  most  telling  and  involved  formal  and 
informal  interviews  with  current  and  former  employees  that 
performed  hearing  aid  sales  at  the  dealership.  The  current  and 
former  employees  interviewed  were  for  the  most  part  not  licensed 
to  dispense  hearing  aids  within  the  state  of  West  Virginia. 
Rather,  these  individuals  were  designated  as  trainees,  that  are 
permitted  to  dispense  hearing  aids  within  the  state  of  West 
Virginia  despite  not  satisfying  any  competency  testing.  Every 
trainee  interviewed  stated  that  while  they  tested  for  hearing  loss 
and  sold  and  fit  hearing  aids  they  had  no  conception  of  how  to 
evaluate  an  individual ' s  loss  of  hearing  or  determine  when  a  person 
needed  a  hearing  aid.   Instead,  the  salespeople  interviewed  were 
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primarily  interested  in  closing  a  sale  and  receiving  their  sales 
commission.  When  asked  to  define  the  most  fundamental  terms  used 
within  the  profession  such  as:  air  conduction,  bone  conduction, 
speech  reception  level,  most  comfortable  level,  uncomfortable  level 
and  speech  discrimination  these  individuals  were  dumbfounded. 

As  a  consequence  of  the  findings  made  in  the  course  of  the 
investigation,  the  West  Virginia  Attorney  General's  Office  filed 
a  lawsuit  against  the  Miracle  Ear  brand  dispenser  alleging  twenty- 
six  distinct  violations  of  state  consumer  protection  laws.  The 
principal  violations  alleged  included:  (1)  Gross  incompetence  and 
negligence  in  the  fitting  and  sales  of  hearing  aids:  (2)  High 
pressure  sales  and  scare  tactics  in  connection  with  sales  of 
hearing  aids;  (3)  Breach  of  express  and  implied  warranties;  (4) 
Impermissible  and  excessive  additional  charges  on  hearing  aid 
sales;  (5)  Inadequate  servicing  of  consumers'  hearing  aids;  and 
(6)  Violations  of  federal  and  state  preconditions  to  the  sale  of 
hecuring  aids. 

A  second  lawsuit  was  recently  filed  against  an  independent 
hearing  aid  dispenser  doing  business  as  Hear  America  that  engaged 
principally  in  home  solicitation  sales  of  hearing  aids  in  West 
Virginia,  Ohio,  and  Virginia.  The  violations  alleged  in  that 
lawsuit  included  taking  money  under  false  pretenses  and  failing  to 
provide  consumers  a  refund  upon  proper  rescission  of  their  hearing 
aid  purchase  agreement.  Further  investigations  into  the  business 
practices  of  West  Virginia  based  hearing  aid  dispensers  have  been 
commenced  against  a  Miracle  Ear  franchise  dealer  based  in  northern 
West  Virginia  and  an  independent  hearing  aid  dispenser  located  in 
central  West  Virginia. 

Rather  than  discuss  the  details  of  the  State  of  West 
Virginia's  litigation  and  investigations  against  hearing  aid 
dispensers,  I  prefer  to  focus  my  discussion  on  the  broad  problems 
facing  the  hearing  aid  industry  as  a  whole  and  recommend  solutions 
to  these  problems .  I  believe  that  the  problems  I  have  encountered 
in  my  prosecution  of  fraudulent  and  incompetent  hearing  aid 
dispensers  are  a  microcosm  of  the  problems  facing  the  hearing 
industry  as  a  whole. 

First,  the  fraudulent  representations  relating  to  the  benefits 
of  using  a  hearing  aid  which  are  made  in  television  and  print 
advertisements  must  be  prohibited.  Such  advertisements  give 
elderly  consumers  grasping  for  a  solution  to  their  hearing  problems 
false  hope  and  false  expectations  as  to  the  technological  ability 
of  a  hearing  aid.   The  advertisements,  which  are  clearly  targeted 
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at  the  elderly,  provide  a  sense  of  legitimacy  to  the  unconscionable 
representations  made  by  unscrupulous  hearing  aid  dispensers.  Such 
fraudulent  inducements  must  be  stopped  through  a  cooperative 
enforcement  effort  by  the  state  Attorney  Generals,  the  Federal 
Trade  Commission  (FTC)  and  the  Food  and  Drug  Administration  (FDA). 

Recently  an  extensive  multlstate  investigation  into  deceptive 
advertising  practices  of  manufacturers  of  hearing  aids  was 
undertaken  by  seventeen  states  including  the  state  of  West 
Virginia.  The  investigation  has  focused  on  hearing  aid 
manufacturers '  advertisements  that  falsely  represent  the  features 
or  performance  characteristics  of  their  hearing  aids.  The 
multistate  working  group  was  created  for  the  purpose  of  enjoining 
hearing  aid  manufacturers  from  advertising  by  false  and  misleading 
performance  claims.  Presently,  the  Investigating  states  are  in  the 
process  of  negotiating  a  settlement  agreement  with  a  major  hearing 
aid  manufacturer. 

Second,  states'  licensing  and  regulatory  boards  must  prohibit 
individuals  who  have  not  undertaken  competency  testing  from  selling 
hearing  aids  with  or  without  supervision  by  a  licensed  hearing  aid 
dispenser.  In  West  Virginia  a  trainee  can  sell  a  hearing  aid  only 
with  supervision  by  a  licensed  hearing  aid  dispenser.  However  the 
supervision  requirement  has  been  abused  by  dealers  and  in  most 
instances  the  supervision  is  so  attenuated  that  it  is  nonexistent. 
Moreover,  state  regulatory  boards  must  utilize  their  various 
disciplinary  and  administrative  powers  of  suspension,  revocation, 
and  probation  of  dealer  licenses  more  aggressively. 

Third,  manufacturers  of  hearing  aids  must  bear  responsibility 
for  the  shortcomings  of  the  hearing  aid  dealers  and  refuse  to 
design  and  sell  hearing  aids  to  dealers  when  the  data  submitted  to 
the  manufacturer  indicates  inadequate  or  Incompetent  testing.  Data 
reviewed  by  clinical  audlologlsts  during  the  course  of  the  Miracle 
Ear  investigation  revealed  that  many  of  the  hearing  aids  sold  by 
manufacturers  to  dispensers  were  designed  on  the  basis  of 
Insufficient  information  and  consequently  the  aids  had  inadequate 
characteristics  to  meet  the  consumers'  needs. 
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Fourth,  laws  should  be  enacted  at  the  state  or  federal  level 
which  ban  or  restrict  home  solicitation  sales  of  hearing  aids. 
Hearing  tests  conducted  by  door-to-door  salesmen  reeks  of 
impropriety.  Medical  professionals  within  the  hearing  industry 
invariably  agree  that  it  is  difficult  if  not  impossible  to  get  an 
accurate  reading  of  a  prospective  user's  hearing  impairment  when 
the  testing  is  being  performed  in  an  individual's  kitchen  or  living 
room.  One  suggested  limitation  on  home  solicitation  sales  of 
hearing  aids  would  be  to  limit  the  amount  of  money  the  hearing  aid 
dispenser  could  charge  up  front  when  engaging  in  a  home 
solicitation  sale  of  hearing  aids.  Alternatively,  states  should 
enact  laws  that  require  hearing  aid  dispensers  to  file  a  bond  with 
regulatory  board  if  they  conduct  home  solicitation  sales  of  hearing 
aids. 

Finally  and  perhaps  most  important,  the  Food  and  Drug 
Administration's  requirement  that  hearing  aid  dispensers  not  be 
allowed  to  sell  a  hearing  aid  to  an  individual  eighteen  years  of 
age  or  older  unless  the  prospective  user  has  presented  to  the 
hearing  aid  dispenser  or  licensee  a  written  statement  signed  by  a 
licensed  physician  that  states  that  the  patient's  hearing  loss  has 
been  medically  evaluated  and  the  patient  may  be  considered  a 
candidate  for  a  hearing  aid  should  not  be  allowed  to  be  waived  by 
the  prospective  hearing  aid  user.  The  most  pervasive  problem  I 
have  encountered  in  my  investigation  of  hearing  aid  dispensers  is 
the  falsification  of  waiver  of  medical  evaluation  forms  and  the 
omission  to  inform  prospective  users  that  it  is  in  their  best 
health  interest  to  have  a  medical  evaluation  by  a  licensed 
physician  prior  to  purchasing  a  hearing  aid.  Virtually  every 
employee  interviewed  during  the  course  of  our  investigations 
indicated  that  they  did  not  inform  prospective  customers  that  it 
was  in  their  best  health  interest  to  have  a  medical  evaluation 
prior  to  purchasing  a  hearing  aid.  While  elimination  of  the  waiver 
of  medical  evaluation  option  may  increase  the  costs  of  purchasing 
a  hearing  aid,  it  would  virtually  assure  consumers  that  they  are 
a  proper  candidate  for  a  hearing  aid  and  limit  the  number  of 
unnecessary  or  inadequate  sales  of  hearing  aids. 

I  thank  you  for  the  opportunity  to  appear  before  you  today. 
I  would  be  happy  to  answer  any  questions  you  may  have  concerning 
West  Virginia's  enforcement  efforts  against  hearing  aid  dispensers. 
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The  Chairman.  We  very  much  appreciate  your  contribution  to 
this  hearing  this  morning. 
And  now,  Ms.  Sorkin. 

STATEMENT  OF  DONNA  SORKIN,  EXECUTIVE  DIRECTOR,  SELF 
HELP  FOR  THE  HARD  OF  HEARING  PEOPLE,  INC. 

Ms.  Sorkin.  Mr.  Chairman,  I  am  Donna  Sorkin,  Executive  Direc- 
tor of  Self  Help  for  Hard  of  Hearing  People,  or  SHHH,  a  consumer 
organization  representing  a  diverse  constituency  of  hard  of  hearing 
Americans. 

Millions  of  Americans  in  this  country  benefit  enormously  from 
the  use  of  hearing  aids.  For  a  hard  of  hearing  person,  a  well-fitted 
hearing  aid  can  provide  important  quality-of-life  improvements. 

The  technological  improvements  made  in  hearing  aids  in  the  past 
10  years  have  further  contributed  to  the  positive  aspects  of  hearing 
aid  usage. 

At  the  same  time,  it's  important  to  realize  that  no  hearing  aid 
can  restore  normal  hearing. 

Further,  in  most  instances,  a  hearing  aid  user  derives  signifi- 
cantly less  benefit  from  a  hearing  aid  in  the  presence  of  back- 
ground noise. 

Unfortunately,  many  people  believe  that  a  hearing  aid  is  much 
like  a  pair  of  eyeglasses,  and  can  ameliorate  their  hearing  problem. 

I  would  like  to  begin  by  providing  you  with  a  personal  perspec- 
tive on  what  it's  like  to  lose  your  hearing. 

Think  of  what  it  would  be  like  to  not  be  able  to  understand 
speech  in  a  group  of  three  or  four  people,  to  not  be  able  to  hear 
a  child's  soft  voice — as  an  elderly  person  might  not  be  able  to  hear 
their  grandchild's  voice — ^to  miss  half  or  more  of  what  I  am  saying 
today,  right  now. 

Recall  the  pleasures  of  going  to  the  theatre  or  going  to  the  mov- 
ies, of  watching  television,  of  listening  to  music,  or  participating  in 
family  gatherings.  All  of  those  activities  become  arduous  for  some- 
one who  has  experienced  a  hearing  loss. 

Think  about  how  traumatic  it  would  be  if  you  needed  to  talk  to 
a  physician  about  a  serious  illness  affecting  a  family  member  or 
about  your  own  health,  and  you  weren't  sure  that  you  would  be 
able  to  understand  what  the  doctor  was  saying. 

All  of  those  things  happened  to  me  when  I  was  35  years  old,  and 
it  was  a  horrifying  experience — ^how  much  worse  it  would  have 
been  if  I  were  65  and  lived  alone! 

People  need  to  be  able  to  communicate  in  order  to  be  able  to  con- 
trol their  lives,  in  order  to  maintain  respect  and  digpity,  and  to 
enjoy  simple  pleasures.  And  when  they  lose  their  hearing,  they  are 
sometimes  so  desperate  to  make  it  right  again,  they  will  listen  to 
unrealistic  claims  about  hearing  aids,  and  they  will  make  pur- 
chases that  they  think  will  restore  their  hearing  to  what  it  was  be- 
fore. 

The  following  comments  are  made  in  the  hope  that  the  problems 
that  have  plagued  the  industry  will  be  corrected. 

The  experiences  that  are  outlined  here  are  based  upon  informa- 
tion provided  to  us  by  hard  of  hearing  consumers  and  their  families 
for  the  past  15  years. 
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Our  organization  spends  considerable  resources  educating  con- 
sumers because  of  the  absence  of  standards  and  laws  providing 
basic  protection.  We  have  helped  turn  around  the  lives  of  thou- 
sands of  hard  of  hearing  people. 

Part  of  the  success  can  be  attributed  to  the  use  of  hearing  aids. 

We  know  that  the  approach  of  educating  consumers  is  not  a  solu- 
tion to  many  of  the  problems  that  occur  between  the  consumer  and 
the  provider. 

It's  been  a  frustrating  experience  for  us  because  we're  changing 
the  behaviors  of  those  consumers  that  we  reach,  but  we're  not 
changing  the  behaviors  and  attitudes  of  uneducated  or  unethical 
hearing  aid  dealers. 

People  that  benefit  from  our  resources  can  educate  themselves, 
but  it's  more  difficult  to  reach  out  to  those  who  don't  know  about 
us. 

For  those  reasons,  regulatory  statutes  are  needed  to  protect  con- 
sumers. 

Throughout  my  remarks,  I  will  use  the  term  "dispenser"  to  refer 
to  all  providers  who  dispense  hearing  aids — dealers,  audiologists 
who  dispense,  and  physicians  who  dispense. 

The  practice  of  identifying  a  hearing  loss,  and  simply  prescribing 
one  or  two  aids  is  not  appropriate.  Dispensers  may  be  well-in- 
tended, but  they  do  not  have  enough  training  about  hearing  loss 
and  how  hearing  aids  fit  into  the  process  of  rehabilitation. 

Because  hearing  cannot  be  restored  to  normal,  and  because  the 
condition  is  chronic,  it  affects  one's  ability  to  communicate  on  the 
job,  at  home,  and  in  social  settings. 

The  first  problem  that  consumers  run  into  is  that  it's  difficult  for 
them  to  understand  where  to  enter  the  system. 

People  need  a  comprehensive  diagnostic  exam,  not  one  that's 
simply  limited  to  a  measurement  of  which  tones  they  can  hear,  and 
which  tones  they  cannot. 

Evaluations  performed  by  qualified  providers  indicate  how  an  in- 
dividual functions  in  various  "real  world"  settings,  with  and  with- 
out a  hearing  aid.  They  also  need  to  know  what  other  kinds  of  as- 
sistance might  help  them. 

Many  people  benefit  from  a  hearing  aid  and  speech  reading  les- 
son. Some  need  assistance  with  their  speech.  Some  might  be  good 
candidates  for  a  cochlear  implant,  and  a  great  many  benefit  from 
joining  support  groups. 

The  1977  FDA  regulations  for  professional  and  patient  labeling 
and  conditions  for  sale  of  their  hearing  aids  did  not  recognize  these 
aspects  of  the  rehabilitation  process. 

A  hard  of  hearing  person  can  walk  into  any  retail  establishment 
and  be  sold  a  device  without  an  appropriate  diagnostic  assessment 
of  the  individual's  needs  or  causes  of  the  loss. 

Because  senior  citizens  with  hearing  loss  are  more  likely — ^than 
younger  adults  or  non-hearing  impaired  elderly  persons — to  be  in 
poor  health  and  to  experience  other  disabling  conditions,  they  are 
particularly  vulnerable  to  in-home  and  mail  order  sales  of  hearing 
aids. 

Ideally,  we  recommend  to  consumers  that  they  be  seen  by  a  phy- 
sician specializing  in  diseases  of  the  ear  prior  to  the  fitting  of  a 
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first  hearing  aid;  however,  we  believe  in  the  consumers'  right  to 
waive  this  requirement. 

For  children,  we  believe  in  the  existing  regulations. 

Many  children  have  problems  with  chronic  middle  ear  infections. 
We,  therefore,  believe  that  children  should  have  routine  otolarjni- 
gological  examinations  and  audiological  assessments  prior  to  pur- 
chasing a  hearing  aid,  whether  or  not  it's  a  first  time  purchase. 

The  FDA  regulation  states  that  the  hearing  aid  dispenser  must 
inform  the  prospective  user  that  the  exercise  of  the  waiver  is  not 
in  the  users'  best  health  interest,  and  that  the  dispenser  does  not, 
in  any  way,  actively  encourage  the  prospective  user  to  waive  such 
a  medical  evaluation. 

The  existing  problem  of  abuse  stems  partially  from  the  fact  that 
consumers  are  not  aware  of  the  importance  of  this  measure,  or  they 
are  unaware  of  what  they  have  signed. 

One  corrective  measure  would  be  to  require  all  dispensers  to 
more  fully  explain  the  purpose  of  a  medical  exam  prior  to  offering 
the  written  waiver  option. 

Further,  the  waiver  text  should  be  printed  as  a  separate  docu- 
ment. 

As  we  understand  the  current  regulations,  any  physician  can 
sign  ofi"  on  the  required  medical  evaluation.  There's  no  requirement 
that  an  individual  see  a  specialist  in  diseases  of  the  ear  or  hearing. 

Persons  living  in  rural  regions  and  even  in  certain  urban  areas 
do  not  have  ready  access  to  otolaryngologists,  and  are  forced  to  see 
family  doctors  who  have  no  special  knowledge  of  hearing  loss.  We 
hear  from  consumers  that  their  physician,  often  a  family  doctor, 
told  them  that  they  have  nerve  deafness,  and  nothing  can  be  done 
to  help  them. 

In  these  instances,  in  the  absence  of  access  to  an 
otolaryngologist,  hard  of  hearing  persons  are  better  served  by  an 
exam  performed  by  an  audiologist. 

We  encourage  all  consumers  who  think  they  have  a  hearing  prob- 
lem, and  wish  to  purchase  a  hearing  aid  for  the  first  time,  to  have 
a  diagnostic  evaluation  from  an  audiologist.  Such  an  evaluation 
would,  in  most  cases,  identify  medical  causes,  and  then  an  appro- 
priate referral  could  be  made  to  an  otolaryngologist. 

Many  consumers  tell  us  that  the  cost  of  even  modest  hearing 
aids  is  excessive,  and  not  commensurate  with  the  technology  in- 
volved in  providing  amplification. 

In  the  absence  of  third-party  insurance  for  hearing  aids,  many 
consumers  simply  cannot  afford  the  devices. 

In  the  absence  of  regulations,  dispensers  can  set  their  own  policy 
concerning  whether  or  not  a  buyer  is  entitled  to  a  full  refund. 

While  hearing  aid  dispensers  receive  return  privileges  from  their 
suppliers  of  hearing  aids,  they  often  resist  efforts  to  establish  a 
standard  extending  this  right  to  the  end  user,  even  when  the  man- 
ufacturer offers  a  full  return  for  the  aid. 

In  some  cases,  if  the  dispenser  determines  the  aid  to  be  bene- 
ficial, regardless  of  the  consumers'  opinion,  no  return  is  allowed. 

Even  when  dispensers  have  the  best  of  intentions,  consumers 
need  time  to  work  with  the  provider  to  make  adjustments  to  a 
hearing  aid,  or  in  some  cases,  to  try  different  hearing  aids. 
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We  believe  a  federally  mandated  60-day  trial  period  with  a  buy- 
ers' right  to  cancel  provision  should  be  initiated. 

In  conclusion,  I'd  like  to  emphasize  that  most  consumers  with  a 
hearing  loss  are  elderly,  and  they're  \nilnerable  to  a  system  that 
lacks  basic  consumer  protection  against  misleading  advertising,  un- 
ethical sales  practices,  and  the  absence  of  standards  for  diagnostic 
testing  and  fitting  of  hearing  aids. 

Not  only  are  consumers  faced  with  excessive  costs  for  hearing 
aids,  but  there's  no  protection  against  dispensers  who  have  unfair 
or  nonexistent  warranties  and  return  policies. 

To  further  compound  these  problems,  when  elderly  consumers 
are  not  satisfied  Vrith  the  costly  devices,  there  is  often  no  clearly 
defined  mechanism  for  them  to  file  a  complaint. 

We  believe  that  all  potential  hearing  aid  users  should  see  an 
otolaryngologist,  but  we  support  the  informed  adult  consumers' 
right  to  waive  the  medical  evaluation. 

Consumers  should  have  audiological  diagnostic  evaluations  to  as- 
sess their  individual  rehab  needs  which  go  beyond  the  hearing  aid. 

Thank  you  for  this  opportunity  to  comment. 

[The  prepared  statement  of  Ms.  Sorkin  follows:] 
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September  15,  1993 


Senator  William  S.  Cohen 
Ranking  Minority  Member 

Senator  David  Pryor 
Chairman 

United  States  Senate 
Special  Committee  on  Aging 
Room  SDG-31 
Washington,  DC   20510-6400 

Good  morning.  My  name  is  Donna  Sorkin  and  I  am  testifying  on 
behalf  of  Self  Help  for  Hard  of  Hearing  People,  Inc.  (SHHH)  ,  a 
consumer  organization  representing  a  diverse  constituency  of  some 
23  million  Americans  with  some  form  of  hearing  impairment'.  I 
appreciate  the  opportunity  to  comment  on  this  urgent  and  timely 
issue.  Because  the  incidence  of  hearing  loss  increases 
dramatically  with  age,  the  majority  of  persons  with  hearing  loss 
are  over  age  55;  likewise  the  majority  of  our  membership  is 
composed  of  senior  citizens  with  hearing  loss. 

Millions  of  people  in  this  country  benefit  enormously  from  the 
use  of  hearing  aids.  For  a  hard  of  hearing  person,  a  well-fitted 
hearing  aid  can  provide  important  quality  of  life  improvements. 
The  technological  improvements  made  in  hearing  aids  in  the  past  ten 
years  have  further  contributed  to  the  positive  aspects  of  hearing 
aid  usage. 

At  the  same  time,  it  is  important  to  realize  that  no  hearing 
aid  can  restore  normal  hearing.  Further,  in  most  instances  a 
hearing  aid  user  derives  significantly  less  benefit  from  a  hearing 
aid  in  the  presence  of  background  noise.  Unfortunately  many  people 
believe  that  a  hearing  aid  is  much  like  a  pair  of  eyeglasses  and 
can  ameliorate  their  hearing  problem.  In  some  cases,  advertising 
and  marketing  practices  of  the  industry  combined  with  attitudes  by 
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This  figure  is  based  upon  the  latest  National  Health 
Interview  Survey  from  the  National  Center  for  Health  Statistics 
(NCHS) . 
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some  dispensers^  that  they  can  "fix"  the  problem  leads  to 
disappointment  by  the  hard  of  hearing  consumer.  A  great  many 
hearing  aids  end  up  in  dresser  drawers  leaving  the  consumer  with 
negative  attitudes  about  all  hearing  aids  and  about  the  industry  in 
general. 

The  following  comments  are  made  in  the  hope  that  the  problems 
that  have  plagued  the  industry  will  be  corrected.  We  want  hard  of 
hearing  people  to  seek  the  best  help  possible,  but  we  also  want 
them  to  have  realistic  expectations  about  hearing  aids  so  that  they 
will  derive  benefit  from  hearing  aid  usage. 

The  experiences  that  are  outlined  here  are  based  upon 
information  provided  to  us  by  hard  of  hearing  consumers  and  their 
families  for  the  past  15  years. 

Many  persons  experience  a  long  period  of  denial.  It  is  not 
unusual  for  an  individual  to  wait  10  years  to  purchase  a  hearing 
aid  once  they  have  determined  they  have  a  hearing  loss.  Taking 
that  first  step  to  enter  the  hearing  health  care  system  can  be  a 
bewildering  experience. 

We  spend  a  great  amount  of  our  resources  educating  consumers 
because  of  the  absence  of  standards  and  laws  to  provide  basic 
protection  for  them.  We  provide  written  materials,  peer  support, 
and  educational  activities  to  inform  consumers  about  how  to  protect 
themselves  when  they  go  to  purchase  a  hearing  aid.  We  have  helped 
turn  around  the  lives  of  thousands  of  hard  of  hearing  people; 
part  of  that  success  can  be  attributed  to  the  use  of  hearing  aids 
and  other  assistive  technology. 

We  know  that  the  approach  of  educating  consumers  is  not  a 
solution  to  many  of  the  problems  that  occur  between  the  consumer 
and  the  provider.  It  has  been  a  frustrating  experience  for  SHHH 
because  we  are  changing  the  behaviors  of  those  consumers  that  we 
reach  but  we  are  not  changing  the  attitudes  and  behaviors  of 
uneducated  or  unethical  hearing  aid  dealers.  Also,  because  of  the 
large  and  growing  number  of  people  with  a  hearing  loss  in  the 
United  States,  we  do  not  have  the  resources  to  address  widespread 
abuse. 

The  persons  that  benefit  from  our  services  have  the 
wherewithal,  or  resources,  to  reach  out  and  to  educate  themselves. 
It  is  more  difficult  to  identify  and  help  those  who  really  need 
help;  those  who  are  isolated  and  lack  the  resources  they  need  to 
advocate  on  their  on  behalf.  For  these  reasons,  regulatory 
statutes  are  needed  to  protect  consumers  against  misleading 
advertising,  unethical  sales  practices  and  the  lack  of  standards 
for  testing  and  fitting  of  bearing  aids. 


^  The  term  "dispenser"  refers  to  all  providers  who  dispense 
hearing  aids-  hearing  aid  dealers  (or  Hearing  Specialists,  the  term 
designated  by  the  hearing  industry);  audiologists  who  dispense,  as 
well  as  physicians  who  dispense.  Abuse  in  the  industry  can  and  doei 
occur  by  all  dispensers.  However,  based  upon  the  feedback  we  have 
received  from  consumers  over  the  past  15  years,  hearing  aid  dealers 
(non-audiologists)  are  involved  in  a  significant  portion  the 
abuses. 
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TESTING,  DIAGNOSING  AND  FITTING  OF  HEARING  AIDS 

The  practice  of  identifying  a  hearing  loss  and  simply 
prescribing  one  or  two  aids  is  not  appropriate.  Many  dispensers' 
are  well  intended.  However,  some  do  not  have  enough  training  about 
hearing  loss  and  how  hearing  aids  fit  into  the  process  of 
rehabilitation.  Because  hearing  cannot  be  restored  to  normal,  and 
because  the  condition  is  chronic  and  insidious,  it  affects  one's 
ability  to  communicate  on  the  job,  at  home  and  in  social  settings. 
Often  because  of  the  negative  effect  that  hearing  loss  has,  there 
are  psychosocial  consequences  to  hearing  loss.  Therefore, 
"treatment"  may  justify  interventions  from  a  number  of  allied 
professions,  such  as  audiologists,  psychologists  or  vocational 
counselors,  not  just  a  physician  and  a  dispenser. 

The  first  problem  that  consumers  run  into  when  they  decide  to 
do  something  about  their  hearing  loss  is  that  it  is  difficult  for 
them  to  understand  where  to  enter  the  system.  These  persons  need 
a  comprehensive  diagnostic  evaluation;  one  that  will  not  be  limited 
to  the  identification  of  the  loss  (e.g.,  measurement  of  which  pure 
tones  they  can  and  cannot  hear) .  Evaluations  performed  by 
qualified  providers  indicate  how  a  given  individual  functions  in 
various  "real-world  settings"  with  and  without  a  hearing  aid  and 
what  other  types  of  assistance  might  help  the  person  cope  with  the 
hearing  loss.  Then,  the  individual  will  have  enough  information  to 
help  them  better  understand  and  adjust  to  their  hearing  loss  and 
make  decisions  about  what  further  assistance  might  be  helpful. 
Presently,  aids  are  being  sold  with  no  visit  to  an  audiologist  for 
a  diagnostic  evaluation  and  no  visit  to  a  doctor. 

Many  people  benefit  from  a  hearing  aid  and  speechreading 
lessons,  some  need  assistance  with  their  speech,  some  might  be  good 
candidates  for  a  cochlear  implant,  and  a  great  many  benefit  from 
joining  support  groups.  Many  hard  of  hearing  people  are  elderly 
and  also  have  visual  impairments  and  other  health  conditions;  in 
these  instances  the  hearing  loss  may  be  primary  or  secondary  to 
other  problems. 

The  1977  FDA  regulations  for  professional  and  patient  labeling 
and  conditions  for  sale  for  hearing  aids  do  not  recognize  these 
aspects  of  the  rehabilitative  process.  A  hard  of  hearing  person 
can  walk  into  any  retail  establishment  and  be  sold  a  device, 
without  an  appropriate  diagnostic  assessment  of  the  individual's 
needs.  So,  the  abuses  of  the  medical  waiver  are  only  one  aspect  of 
the  problem.  Dispensers  who  abuse  this  law  and  other  regulations 
need  to  be  made  accountable  via  stringent  enforcement  and 
disciplinary  actions. 

In-Home  and  Mail-order  Testing  and  Sales  Practices 

Elderly  consumers,  who  make  up  the  majority  of  people  in  the 
United  States  with  hearing  loss  are  most  often  targeted  by  hearing 
aid  dealers  marketing  their  products.  Senior  citizens  with  hearing 
loss  are  more  likely  than  younger  adults  or  non-hearing  impaired 


'  Although  this  term  includes  audiologists  and  physicians,  we 
recognize  that  most  of  the  abuses  occur  between  the  consumer  and 
the  hearing  aid  dealer  (non-audiologist) . 


69 


elderly  persons  to  be  in  poorer  heath  and  to  experience  other 
disabling  conditions. 

Elderly  persons  are  particularly  vulnerable  to  in-home  and 
mail-order  sales  of  hearing  aids.  No  other  device  of  this  nature, 
such  as  glasses  or  dentures  are  sold  at  home.  Often,  elderly 
consumers  will  assume  they  are  receiving  ethical  treatment  because 
they  have  come  to  expect  a  certain  standard  of  care  from  their  eye 
doctor  and  optometrist.  Some  dispensers  wear  white  jackets  and  may 
knowingly  lead  consumers  to  believe  they  are  doctors*. 

Sixty  percent  of  persons  with  hearing  loss  have  progressive  or 
fluctuating  losses,  so  it  is  important  to  purchase  a  hearing  aid 
based  upon  the  results  of  a  current  audiological  evaluation;  this 
cannot  be  performed  in  the  home  or  through  the  mail. 
"Free  Hearing  Tests"  Advertisenents 

Many  elderly  people  are  on  limited  or  fixed  incomes  and  are 
attracted  to  advertisements  of  "free  hearing  tests."  Related  to 
this  practice  is  the  practice  of  sending  the  consumer 
"appointments"  through  the  mail  for  their  "free  hearing  test" — 
appointments  they  did  not  make. 

First  time  buyers  do  not  understand  that  such  tests  by  dealers 
who  are  not  audiologists  are  "free"  only  because  the  vendor  does 
not  have  credentials  that  enable  him/her  legally  to  perform  or 
charge  for  diagnostic  testing.  In  these  cases,  consumers  will 
frequently  pay  more  for  the  hearing  aid  when  tests  are  "free";  they 
simply  charge  more  for  the  aid  and  don't  charge  for  the  test. 

One  corrective  measure  could  be  requiring  an  "unbundled" 
itemized  invoice  which  would  reveal  the  inflated  price  of  the 
hearing  aid  when  "free"  tests  are  offered. 

HEARING  AIDS  AMD  BACKGROUND  NOISE  VS.  SPEECH  DISCRIMINATION 

Consumers  are  often  led  to  expect  that  a  hearing  aid  will 
eliminate  or  "filter"  background  noise.  They  are  led  to  believe 
that  the  latest  technology  can  restore  their  hearing  and 
consequently  are  not  satisfied  with  the  hearing  aid  when  it  does 
not  allow  them  to  understand  speech  in  noisy  environments. 

Hearing  aids  with  special  circuitry  may  improve  speech 
discrimination  in  some  situations.  But  no  hearing  aid  can  enable 
a  hard  of  hearing  person  to  function  like  an  individual  with  normal 
hearing. 

For  many  persons,  hearing  aids  can  improve  their  ability  to 
understand  speech,  but  only  if  the  aids  are  properly  prescribed  and 
fitted.  In  addition,  follow-up  and  counseling  on  how  to  use, 
maintain  and  adjust  to  the  hearing  aid(s)  is  very  important. 
Persons  with  hearing  loss  need  to  know  that  background  noise  cannot 
be  eliminated  (without  the  use  of  assistive  listening  devices  and 
systems) ,  and  in  most  cases,  they  simply  need  to  learn  to  live  with 
it.  Killion  and  Vilchur  (1993)  for  example,  pointed  out  that  80% 
of  the  hearing  aids  sold  in  1991  used  circuits  that  cause  excessive 
distortion  in  noisy  settings  which  either  do  not  help  much  or  make 


*  Consumers  have  told  us  that  since  the  dealers  showed  up 
wearing  a  white  jacket  and  "talking  like  a  doctor",  and  call  their 
office  a  "clinic",  they  assumed  the  dealer  was  a  doctor  and 
therefore  signed  the  medical  clearance  waiver  because  they  believed 
they  already  received  a  medical  evaluation. 
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things  worse  for  the  hard  of  hearing  consumer. 

TRUTHFUL  ADVERTISING  AND  LABELING  PRACTICES 

We  advocate  for  truthful  advertising  and  labeling  because  we 
know  that  hard  of  hearing  people  can  be  helped,  if  appropriate 
testing,  fitting  and  rehabilitation  services  are  made  available.  We 
feel  that  advertising  can  be  positive  and  truthful  at  the  same 
time.  We  are  very  concerned  that,  in  our  efforts  to  promote  better 
consumer  protection,  we  might  give  consumers  the  impression  that 
hearing  aids  cannot  help  them.  We  know  that  in  most  cases  this  is 
not  true  and  want  to  continue  to  encourage  consumers  to  seek  help 
when  they  think  they  have  a  hearing  loss.  We  know  that  hearing  aid 
technology  has  improved  over  time  and  will  continue  to  improve  in 
the  future.  Our  job  will  be  easier  if  we  can  insure  them 
protection  from  unethical  practices  coupled  with  positive 
encouragement  to  try  technology. 

MEDICAL  CLEARANCE  OR  WAIVING  FOR  FITTING/PURCHASE  OF  AN  AID 

Ideally,  we  recommend  to  consumers  that  they  be  seen  by  a 
physician  specializing  in  diseases  of  the  ear,  prior  to  the  fitting 
of  a  first  hearing  aid.  However,  we  believe  in  the  consumer's 
right  to  waive  this  requirement.  For  children,  we  agree  with  the 
existing  regulations.  Many  children  have  problems  with  chronic 
middle  ear  infections;  we  therefore  believe  that  children  should 
have  routine  otological  examinations  and  audiological  assessments 
prior  to  purchasing  a  hearing  aid —  whether  or  not  it  is  a  first- 
time  purchase. 

The  FDA  regulations  (section  801.421.  Hearing  aid  devices; 
conditions  for  sale)  state  that  the  hearing  aid  dispenser  must 
inform  the  prospective  user  that  the  exercise  of  the  waiver  is  not 
in  the  user's  best  health  interest  and  that  the  dispenser  does  not 
in  any  way  actively  encourage  the  prospective  user  to  waive  such  a 
medical  evaluation.  The  existing  problem  of  abuse  stems  partially 
from  the  fact  that  consumers  are  not  aware  of  the  importance  of 
this  measure,  or  they  are  unaware  of  what  they  have  signed. 

One  corrective  measure  would  be  to  require  all  dispensers  to 
more  fully  explain  the  purpose  of  a  medical  examination  prior  to 
offering  the  written  waiver  option;  and  that  further,  the  waiver 
text  be  printed  as  a  separate  document. 

As  we  understand  the  current  regulations,  any  physician  can 
sign  off  on  the  required  medical  evaluation;  there  is  no 
requirement  that  an  individual  see  a  specialist  in  diseases  of  the 
ear  or  hearing.  Persons  living  in  rural  regions  and  certain  urban 
areas  of  the  United  States  do  not  have  ready  access  to 
otolaryngologists  and  are  forced  to  see  family  doctors  who  have  no 
special  knowledge  of  hearing  loss.  We  hear  from  consumers  that 
their  physician,  often  a  family  doctor,  told  them  that  since  they 
have  "nerve  deafness",  nothing  can  be  done  to  help  them.  In  such 
instances,  in  the  absence  of  access  to  an  otolaryngologist,  hard  of 
hearing  persons  are  better  served  by  an  exam  performed  by  an 
audiologist.  We  encourage  all  consumers  who  think  they  have  a 
hearing  problem  and  wish  to  purchase  a  hearing  aid  for  the  first 
time  to  have  a  diagnostic  evaluation  from  an  audiologist.  Such  an 
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evaluation  would,  in  most  cases,  identify  medical  causes'  and  then 
an  appropriate  referral  could  be  made  to  an  otolaryngologist. 

Presently,  the  FDA  does  not  recognize  the  audiologist  as  a 
possible  point  of  entry  into  the  hearing  health  care  system. 
Consequently,  if  consumers  do  not  sign  the  waiver,  they  can  go  to 
a  family  doctor  and  then  go  to  an  audiologist,  and  then  to  a 
dispenser  if  the  audiologists  does  not  dispense.  State  laws  that 
recognize  the  value  of  audiologists  in  this  role  should  not  be 
preempted  by  the  FDA  rule. 

COSTS  OF  HEARINQ  AIDS  AMD  THIRD  PARTY  PAYMENTS 

Most  consumers  that  we  come  in  contact  with,  including  those 
who  complain  to  us  in  writing,  feel  that  the  cost  of  even  modest 
hearing  aids  is  excessive  and  not  commensurate  with  the  technology 
involved  in  providing  amplification.  In  the  absence  of  third-party 
insurance  coverage  for  hearing  aids,  many  consumers  simply  cannot 
afford  the  devices. 

Another  problem  to  address,  concerns  dispensers  who  tell 
buyers  that  Medicaid  or  Supplemental  Security  Income  (SSI)  will  pay 
for  aids  even  though  SSI  does  not  pay  and  Medicaid  pays  only  in 
certain  states.  For  elderly  persons  on  limited  or  fixed  incomes, 
the  cost  of  getting  a  hearing  assessment,  a  medical  evaluation  and 
then  a  hearing  aid  comes  from  their  meager  savings.  If  the  aid  is 
broken  or  needs  to  be  replaced,  often  they  are  financially  unable 
to  replace  the  aid.  For  persons  who  do  not  benefit  from  the  aid 
and  for  which  there  is  no  warranty,  trial  or  return  policy,  the 
financial  loss  can  be  devastating. 

HEARING  AID  RETURN  POLICIES,  WARRANTIES 

Only  13  states  have  legislatively  enacted  hearing  aid  return 
provisions'.  Prior  attempts  to  mandate  a  return  option  were,  after 
extended  "study",  rejected.  The  FTC  considered  a  federally  mandated 
hearing  aid  buyers  right  to  cancel  provision.  The  rationale 
provided  by  the  industry  was  the  mandate  was  not  needed  since  many 
dealers  voluntarily  offer  a  trial  option.  Our  concern  is  not  those 
ethical  dispensers  who  offer  trial  or  rental  options,  even  in  the 
states  where  it  is  not  mandated.  Our  concern  is  for  the  first-time 
purchaser  of  a  hearing  aid  who  is  victimized  by  hearing  aid 
dispensers  with  ethics  and  practices  that  are  only  financially 
motivated. 

For  example,  in  the  absence  of  regulations,  dispensers  can  set 
their  own  policies  concerning  whether  or  not  a  buyer  is  entitled  to 


'  5-10  percent  of  hearing  losses  are  attributed  to  medical 
causes  or  require  medical  intervention  by  physicians  who  specialize 
in  diseases  of  the  ear. 

*  According  to  The  International  Hearing  Society  (Oct.,  1992) , 
the  following  stipulate  a  buyer's  right  to  cancel:  CA;  CT; 
KY;ME;MN;NH;OR;  TN;  TX;  VT;  VA;WA  and  W.VA.  The  majority  of  these 
statutes  impose  a  30  day  right  of  return. 
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a  full  refund.  While  hearing  aid  dispensers  receive  return 
privileges  from  their  suppliers  of  hearing  aids,  they  often  resist 
efforts  to  establish  a  standard  extending  this  right  to  the  end 
user.  Even  when  the  manufacturer  offers  a  full  refund  for  return  of 
the  aid,  in  some  cases,  if  the  dispenser  "determines  the  aid  to  be 
beneficial,"  regardless  of  the  consumer's  opinion,  no  return  is 
allowed. 

Even  when  the  dispensers  have  the  best  of  intentions, 
consumers  need  time  to  work  with  the  provider  to  make  certain 
adjustments  to  a  hearing  aid(s) ,  or  in  some  cases  to  try  different 
hearing  aids.  The  hearing  aid  user  needs  time  to:  test  how  the 
hearing  aid  works  in  different  communication  environments; 
determine  whether  the  mold  is  appropriate  (some  people  are  allergic 
to  the  plastic  and  find  they  need  hypo-allergenic  materials)  ; 
determine  sensitivities  to  loud  sounds  (commonly  associated  with 
sensori-neural  hearing  loss) ;  and  to  determine  whether  they  can 
properly  interface  with  a  particular  assistive  device.  Also,  many 
consumers  are  sold  hearing  aids  without  a  telecoil^,  and  find  that 
they  can  function  much  better  with  a  hearing  aid  that  has  a  T-coil. 

For  these  reasons,  consumers  need  extended  warranties  to  cover 
supplies,  adjustments,  and  any  necessary  repairs  and  a  federally 
mandated  60-day  trial  period,  with  a  buyer's  right  to  cancel 
provision. 

COMPLAINT  HANDLING  AND  REGULATORY  BOARDS 

Most  states  still  allow  the  regulated  interests  to  dominate 
the  regulatory  board.  Some  state  boards  given  the  authority  to 
mediate  disputes  are  composed  primarily  of  dispensers  resulting  in 
"the  fox  guarding  the  chicken  coop"  situation.  Although  most 
boards  have  enough  authority  to  oversee  and  discipline  unethical 
dispensers,  they  seldom  use  their  powers.  Consequently,  consumers 
do  not  know  where  to  turn  when  they  have  a  complaint.  They  might 
appeal  to  the  state  board  of  audiologists  (who  also  must  have  a 
separate  license  to  dispense) ,  or  a  state  board  of  hearing  aid 
dealers  (specialists) . 

We  strongly  believe  that  people  with  hearing  loss  and 
providers  who  do  not  have  a  financial  stake  in  the  sale  of  hearing 
aids  should  be  represented  on  boards  that  mediate  complaints. 
Audiologists  and  physicians  specializing  in  the  treatment  of  ears 
should  have  representation  that  is  at  least  equal  to  that  of 
hearing  aid  dispensers  (non-audiologists) .  Consumers  who  are 
knowledgeable  about  hearing  aids  and  assistive  listening 
technology  should  have  representation  that  is  equal  to  that  of 
audiologists  and  physicians. 

Consumers  need  easier  procedures  for  making  complaints.  For 
example,  we  know  that  those  states  with  800  numbers  or  widely 


^  The  telecoil  is  a  special  feature  in  the  hearing  aid  which 
permits  the  user  to  move  the  switch  to  "T"  and  talk  on  the 
telephone,  or  to  use  with  other  assistive  device.  The  "T"  switch 
can  link  the  hearing  aid  to  sources  of  electromagnetic  energy,  the 
most  common  of  which  are  the  audio  loop  system,  or  an  assistive 
listening  device.  The  purpose  of  the  telecoil  then  is  to  permit 
direct  communication  via  the  electromagnetic  source  urithout 
interference  from  other  sources. 
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publicized  numbers  receive  the  most  complaints.  Some  states  which 
rigidly  insist  on  written  complaints  make  it  very  difficult  for 
persons  with  hearing  loss,  especially  those  who  are  elderly,  to 
make  complaints.  Reforms  are  needed  so  that  consumers  have  an 
accessible  and  "friendly"  complaint  handling  system  with  a 
philosophy  that  is  consumer  service  oriented,  staffed  by  persons 
who  can  advocate  on  beKalf  of  hard  of  hearing  consumers. 

CONCLUSION 

Most  consumers  with  a  hearing  loss  are  elderly  and  are 
vulnerable  to  a  system  that  lacks  basic  consumer  protection  against 
misleading  advertising,  unethical  sales  practices,  no  standards  for 
diagnostic  testing  and  fitting  of  hearing  aids.  Not  only  are 
consumers  faced  with  excessive  costs  for  hearing  aids,  but  there  is 
no  protection  against  dispensers  who  have  unfair  or  non-existent 
warranties  and  return  policies.  To  further  compound  these 
problems,  when  elderly  consumers  are  not  satisfied  with  the  costly 
devices,  there  is  often  no  clearly  defined  mechanism  for  them  to 
file  a  complaint. 

SHHH  feels  that  all  potential  hearing  aid  users  should  see  an 
otolaryngologist,  but  we  support  the  informed  adult  consumer's 
right  to  waive  the  medical  evaluation.  Consumers  should  have 
audiological  diagnostic  evaluations  to  assess  their  individual 
rehabilitation  needs  which  go  beyond  the  hearing  aid.  We  feel  that 
the  present  FDA  law  preempts  the  critical  role  of  audiologists  play 
in  the  rehabilitation  process. 

Thank  you  for  this  opportunity  to  comment  here  today.  If  I 
can  be  of  any  further  assistance  concerning  this  issues,  please  do 
not  hesitate  to  contact  me. 
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Senator  Cohen  [assuming  Chair].  Thank  you  very  much,  Ms. 
Sorkin.  Your  testimony  has  been  very  helpful  to  us. 

I  have  just  a  few  questions,  since  we  have  one  panel  to  go. 

Let  me  first  state,  for  the  record,  that  Senator  Pryor  had  to  re- 
treat once  again  to  the  hearings  on  NAFTA  with  Secretary  Warren 
Christopher,  who's  now  testifying,  and  has  asked  me  to  proceed  to 
the  conclusion  of  the  hearing.  He  will  read  all  of  your  statements 
in  their  totality. 

Mr.  Darling,  my  understanding  is  that  you  have  instituted  legal 
action  against  the  company  distributing  "Miracle-Ear"  in  Charles- 
ton. 

Mr.  Darling.  Yes.  That's  right. 

Senator  Cohen.  Is  that  of  a  civil  nature,  or 

Mr.  Darling.  It  is  of  a  civil  nature.  Our  powers  are  purely  civil. 

Senator  Cohen.  Right.  Now,  do  you  know  whether  or  not  "Mir- 
acle-Ear" is  still  supplying  the  Charleston  dealer  with  "Miracle- 
Ear"  products? 

Mr.  Darling.  They  are  not  at  this  time.  The  franchise  has  been 
terminated. 

Senator  COHEN.  My  understanding  is — and  I  want  to  make  this 
clear  for  the  record — ^that  "Miracle-Ear"  is  manufactured  in  Min- 
nesota. 

Senator  Durenberger  wanted  me  to  indicate  that  "Miracle-Ear" 
has,  in  fact,  withdrawn  sponsorship  from  this  particular  dealer. 

My  understanding  is  that  this  dealer  is,  nonetheless,  still  operat- 
ing. Is  that  correct? 

Mr.  Darling.  That  is  correct.  Senator. 

Senator  Cohen.  But  not  supplying  "Miracle-Ear"  products? 

Mr.  Darling.  No.  They  are  no  longer  supplying  "Miracle-Ear" 
products. 

Senator  COHEN.  All  right.  Now,  when  you  talk  about  the  breach 
of  warranty,  what  sort  of  warranties  are  being  made,  and  what  are 
the  breaches  that  they  are  being  sued  for? 

Mr.  Darling.  The  warranty  being  fit  for  the  particular  purpose — 
that  is  to  restore  hearing. 

That's  a  warranty  incorporated  in  West  Virginia  law,  and  incor- 
porated in  the  Uniform  Commercial  Code — ^that  while  there  may  be 
expressed  warranties  about  the  operation  or  the  ability  to  operate, 
which  may  also  be  breached,  the  major  field  of  breach  is  the  inabil- 
ity to  provide  the  service  that  the  product  is  purchased  for — that 
is,  the  hearing  is  not  restored,  or  the  hearing  is  not  corrected  to 
an  acceptable  level. 

Senator  COHEN.  And  what  about  inadequate  servicing?  They  are 
also  being  sued  for  breach  of  contract  in  that  regard? 

Mr.  Darling.  Yes,  a  failure  to  repair,  or  failure,  in  some  in- 
stances, to  adequately  fit  or  to  re-fit  when  they're  inappropriate. 

We  have  one  consumer  whose  hearing  aid  was  so  poorly  fitted 
that  it  continually  fell  out  of  her  ear,  and  in  fact,  once  fell  under 
a  truck,  and  it  took  four  people  to  find  it. 

Senator  COHEN.  Were  there  a  great  deal  of  in-home  sales  associ- 
ated with  this  particular  case? 

Mr.  Darling.  Yes.  There  were  a  large  number  of  in-home  sales, 
and  they  proved  to  be  very  problematic. 
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Often,  there  was  testing  done  in  the  home,  and  there  was  a  great 
deal  of  noise  available — people  living  by  busy  highways,  or  it  was 
done  with  air  conditioners,  or  refrigerators,  and  children  making 
noise. 

Senator  Cohen.  Were  there  any  violations  of  current  State  and 
Federal  laws  during  the  course  of  these  home  solicitations  and 
sales? 

Mr.  Darling.  Well,  we  believe  there  were  violations — ^yes,  Sen- 
ator, and  additionally,  violations  of  the  30-day  period  for  returns 
and  refunds. 

Senator  Cohen.  All  right. 

Back  in  1985,  the  FTC  terminated  a  rule-making  proceeding  it 
had  initiated  that  would  have,  among  other  things,  mandated  a  30- 
day  trial  period — not  a  60-day,  but  a  30-day  trial  period.  Ms. 
Sorkin — and  the  FTC  vote  to  drop  the  rulemaking  was  premised  on 
a  survey,  that  they  conducted,  that  found  that  a  high  percentage 
of  hearing  aid  buyers  were  satisfied  with  their  purchases.  Yet,  here 
we  are  just  a  few  years  later,  and  your  survey  indicates  something 
quite  to  the  contrary. 

The  question  I  have  is,  are  consumers  becoming  more  dissatis- 
fied, because  we're  a  dissatisfied  lot,  or  have  the  practices  on  the 
part  of  either  the  manufacturers  or  the  dealers  raised  a  level  of  ex- 
pectation to  the  point  where  now  consumers  are  reflecting,  as 
shown  in  your  survey,  their  dissatisfaction? 

Dr.  DrxON.  Well,  Senator,  I  can't  give  you  a  scientific  answer,  but 
personally,  I  would  think — ^for  one  thing,  our  population  is  becom- 
ing older — ^we  are  aging — and  you  know  that  the  older  persons  are 
the  greater  users  of  hearing  aids,  so  we  have  a  larger  population 
using  these  aids,  so  we  have  a  greater  potential  for  expressions  of 
satisfaction  or  dissatisfaction. 

Another  thing  is  the  media  coverage,  such  as  these  ads  that  we 
have  here.  People  read  these  things,  and  it  leads  them  to  expect 
that  they're  going  to  get  perfection — ^the^re  going  to  get  their  hear- 
ing back  to  where  it  once  was. 

When  they  don't  get  that,  then  they  are  dissatisfied. 

I  think  those  factors  might  have  some  bearing  on  the  volume  of 
complaints  that  we're  getting  nowadays. 

Senator  Cohen,  So  if  the  expectations  are  not  raised  quite  as 
high  as  they  are  by  ads  such  as  these,  you'd  have  less  of  an  expres- 
sion of  dissatisfaction?  That  people  would  come  to  expect  a  lower 
level  of  hearing,  or  ability  to  detect  differences  in  tone,  or  what- 
ever? 

Dr.  DrxoN.  Yes.  They  would  recognize  that — ^they  would  get  the 
real  facts.  They  would  know  what  they  cannot  get  from  a  hearing 
aid,  as  well  as  what  they  can  get. 

I  think  that  it's  very  important  that  consumers  be  educated. 

AARP  has  one  of  its  major  objectives  educating  the  public  on  is- 
sues such  as  this,  and  we  have  put  out  this  bulletin — a  product  re- 
port on  hearing  aids  came  out  in  1989,  and  it  really  guides  the 
consumer  through  the  process  of  trying  to  get  a  hearing  aid. 

Senator  COHEN.  Ms.  Sorkin,  what  kinds  of  advertising  claims 
should  the  consumer  view  with  great  skepticism? 
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Ms.  SORKIN.  The  skepticism  is  a  result  of  what  we've  all  been 
talking  about — the  fact  that  these  marketing  practices  lead  you  to 
believe  that  your  hearing  will  be  restored  to  normal. 

In  fact,  getting  used  to  a  hearing  aid  takes  a  long  period  of  time, 
and  involves  more  than  just  learning  to  change  the  dials. 

Many  consumers  benefit  from  using  technology  like  this — the 
assistive  device  system  that  you  have  in  the  room,  like  we  have 
today.  Most  people  with  a  hearing  aid  would  have  difficulty  hearing 
you  in  this  lund  of  a  room,  so  you  have  to  get  accustomed  to  a  vari- 
ety of  different  settings,  and  you  need  to  be  able  to  try  different 
aids  to  be  able  to  find  the  one  that's  right  for  you. 

Too  often,  we  go  in,  we're  given  a  particular  aid,  we  go  home 
with  that,  and  we  try  to  use  it  in  a  2-week  period  or  a  30-day  pe- 
riod— which  is  really  not  enough,  having  been  through  this  process 
myself  several  times. 

It's  a  long,  complicated  process  that  needs  someone  who  under- 
stands your  needs  to  work  with  you,  and  that  leads  to  consumer 
dissatisfaction — when  you  don't  get  what  you  want  from  the  device 
at  the  end  of  the  period. 

Senator  Cohen.  So  red  flags  or  red  lights  should  start  going  off 
whenever  you  see  an  ad  that  says,  "We  can  restore  your  hearing," 
or  "You'll  be  able  to  discriminate  human  voices  from  other  t3T)es  of 
sounds  with  great  clarity."  Are  those  the  kinds  of  ads  that  we 
should  be  skeptical  of,  and  should  we  insist  on  more  information? 

Ms.  SORKIN.  I  think,  as  I  said  in  my  earlier  comments,  some  of 
us  want  our  hearing  back  so  desperately  that  when  someone  tells 
us  that  this  is  going  to  help  you  get  your  hearing  back,  and  you 
haven't  been  educated  on  the  process,  you  grab  at  the  first  thing 
that  someone  gives  you. 

I  think  that's  really  what  leads  us  to  a  lot  of  the  problems  that 
have  occurred,  and  will  continue  to  occur  until  we  educate  people 
about  what  a  hearing  aid  can  do  for  you. 

Senator  COHEN.  Well,  let  me  just  say,  for  the  benefit  of  those 
who  are  here,  I  suspect  that  our  education  is  going  to  be  a  continu- 
ing education  because  as  technology  continues  to  improve,  we  are 
going  to  see  some  of  these  claims  that  are  currently  being  made, 
actually  achieved. 

I  know  that  we  are  moving  toward  digital  technology  in  the  use 
of  hearing  aids,  to  the  extent  that  digital  technology  can,  in  fact, 
separate  or  heighten  certain  types  of  noises  versus  those  of  others, 
and  I  think  that  we  have  to  be  made  aware  of  those  technological 
advances  and  that  those  claims  have  to  be  substantiated. 

I  know  that  several  of  my  colleagues  in  the  Senate,  for  example, 
who  wear  .hearing  aids  have  bought  some  new  devices  which  are 
hand-held,  which,  in  fact,  will  accentuate  certain  types  of  sounds 
for  them.  It  requires  great  training  and  a  good  deal  of  time  to  ad- 
just to,  but  they  are  attempting  to  educate  themselves  in  that 
process. 

I  think,  as  far  as  this  hearing  is  concerned,  we  want  to  alert  our 
senior  citizen  community,  in  general,  and  others  who  might  suffer 
a  hearing  impairment  that  they  should  beware.  That  they  should 
be  wary.  That  they  should  insist  upon  certain  information,  and 
that  they  should,  in  fact,  consult  a  specialist;  be  it  a  physician,  or 
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a  specialist,  or  an  audiologist.  But  they  should  get  more  informa- 
tion. 

We  have  to  insist  on  compliance  with  the  warranties  that  are 
made.  Number  one,  the  consumer  should  look  at  those  warranties, 
and  number  two,  should  insist  that  they  be,  in  fact,  fulfilled,  as 
well  as  the  service  requirements  that  are  represented  to  the  pur- 
chaser. 

I  guess  you  would  all  agree  with  that? 

Dr.  Dixon.  Certainly. 

Senator  COHEN.  Well,  in  order  to  allow  for  the  third  and  final 
panel  to  make  its  presentation,  I'm  going  to  conclude  my  question- 
ing. I  may  have  some  additional  ones,  and  111  ask  you  to  submit 
your  answers  for  the  record. 

But  before  letting  you  go — Senator  Pressler,  did  you  have  any 
questions  you'd  like  to  ask? 

STATEMENT  OF  SENATOR  LARRY  PRESSLER 

Senator  Pressler.  Mr.  Chairman,  I  shall  place  my  statement  in 
the  record. 

I  want  to  commend  the  witnesses  and  you  for  holding  these  hear- 
ings. 

I  also  have  a  letter  from  the  President  of  the  South  Dakota  Hear- 
ing Aid  Dealers'  Association,  and  I  would  like  to  ask  you  now  to 
consent  to  placing  that  in  the  record. 

Senator  COHEN.  Without  objection,  your  prepared  statement  will 
appear  in  the  record. 

[The  prepared  statement  of  Senator  Pressler  along  with  a  letter 
from  Robert  D.  Reierson,  President,  South  Dakota  Hearing  Aid 
Dealers  Association  follows:] 

Prepared  Statement  of  Senator  Larry  Pressler 

Mr.  Chairman,  thank  you  for  conducting  today's  hearing.  As  always,  these  hear- 
ings serve  a  dual  purpose.  They  address  a  specific  need  or  problem  facing  senior  citi- 
zens. In  addition,  they  serve  as  a  useful  educational  tool  to  the  general  pubUc. 

As  some  have  testified  today,  the  hearing  aid  industry  does  have  problems.  Not 
all  of  the  23.5  million  Americans  with  hearing  loss  have  received  quality  care.  We 
all  share  the  same  goals.  We  must  guarantee  safety,  competence,  and  integrity  in 
the  industry. 

Many  part  paths  when  we  begin  to  discuss  ways  to  fix  these  problems.  We  can't 
attempt  to  fix  these  problems  while  causing  problems  for  most  of  the  hearing  im- 
paired and  the  hearing  aid  industry.  I  want  to  issue  a  word  of  caution — new  Federal 
regulation  won't  work.  I  want  to  caution  regulators.  Remember  this  simple  prin- 
ciple. One  shoe  does  not  fit  all  sizes.  One  comprehensive  Federal  policy  won't  fit  the 
needs  of  everyone  in  the  various  States.  States  should  be  allowed  to  regulate  this 
industry. 

Let  me  share  a  few  facts  with  you.  In  South  Dakota  audiologists  and  hearing  aid 
dispensers  must  be  licensed  by  the  State.  They  are  required  to  take  a  written  and 
practical  examination.  When  this  exam  is  passed  they  are  issued  a  license.  Then, 
they  are  able  to  seU  and  make  ear  impressions. 

In  the  last  15  years  only  2  complaints  have  been  filed  against  an  audiologist  or 
hearing  aid  dispenser.  I  don't  view  these  numbers  as  alarming.  Certainly  they  don't 
illustrate  the  need  for  new  Federal  guidelines. 

There  are  30  audiologists  in  South  Dakota.  They  are  located  in  the  6  largest  coun- 
ties. If  Federal  regulations  only  permitted  an  audiologist  to  test  for  hearing  loss  and 
fit  hearing  aids — individuals  in  61  South  Dakota  counties  would  lose  access  to  care. 

There  are  47  licensed  hearing  aid  dispensers  in  South  Dakota.  They  are  providing 
needed  services  in  many  of  the  lesser  populated  areas. 

In  addition,  such  a  regulation  would  result  in  the  loss  of  nearly  250  jobs. 

As  many  of  you  know,  recruiting  medical  professionals  is  one  of  the  biggest  chal- 
lenges rural  states  like  South  Dakota  face.  We  need  the  flexibility  to  utihze  physi- 
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cian  assistants  in  conjunction  with  physicians.  We  also  must  be  permitted  to  utilize 
hearing  aid  dispensers  in  conjunction  with  audiologists  and  physicians.  States  like 
South  Dakota  will  not  enact  careless  regulations.  We  need  the  flexibility  to  meet  the 
unique  needs  of  ovu*  state. 

Please  don't  misinterpret  my  comments.  Some  individuals  with  hearing  aids  have 
not  been  properly  served.  This  problem  must  be  addressed.  However,  I  firmly  be- 
lieve that  additional  regulation  will  only  create  problems. 
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8  September  1993 

To;    The  Honorable  Larry  Pressler 
United  States  Senate 
Washington,  O.C.  20510-4703 

Dear  Senator  Pressler; 

I'm  writing  you  in  regards  to  your  position  on  the  Senatee 
Special  Committe  on  Aging.  As  President  of  the  S.D. 
Hearing  Aid  Dealers  Association,  composed  of  47  tnembers. 
Me  are  opposed  to  the  ideas  of  Dr.  Kessler  of  the  FDA. 
This  concerns  the  hearing  aid  dispensers  reguiatio'ng  that 
Dr . 'KfeSsier  would  like  to  impose  at  the  Sept.  15  commette 
meeting  .  ' ' 

1  ;  fhat  all  people  must  be  tested  by  an  audiologist 
before  they  can  purchase  a  hearing  aid. 

2)  Only  audioiogists  and  physicians  can  prescribe 
hearing  aids. 
Dr.  Kessler  will  be  releasing  these  facts  to  you  on  Sept 
15,  1993  when  the  committee  meets. 

Since  South  Dakota  is  a  rural  community,  this  sort  of 
constraints  would  bear  undue  hardships  to  not  only  the 
hearing  aid  dispenser  but  also  to  the  hard  of  hearing 
consummer  .  Many  other  states  would  also  have  similar 
hardships . 
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Page  2 

Ue  feel  these  mandates  that  are  forth  coming  from  Dr. 
Kessler  are  unnecessary! 

1  )  South  Dakota  has  a  state  board  examination  to  prove 
competence  of  hearing  aid  specialists. 

A)  A  written  examination;  to  prove  knowledge. 

B)  A  practicum  examination;  in  which  an  individual 
must  be  able  to  preform  functions  associated 
with  the  fitting  of  hearing  aids.  I.E. 

1)  Pure  tone  testing;  Air/  Bone 

2)  Speech  testing;  SRT ,  MCL ,  UCL  & 
Discrimination  Scores. 

3)  Otoscopic  examination  of  the  ear 

4)  Taking  a  proper  ear  impression. 

C )  Licensee  must  receive  at  least  12  hours  of 
continuing  education  a  year  to  upgrade  their 
knowledge  . 

In  South  Dakota,  audiologists  are  not  licensed  to  practice 
audiology.  Audiologists  do  have  to  be  licensed  to  dispense 
hearing  aids.  There  are  30  audiologists  in  our  state,  at 
present  they  are  not  licensed  to  practice  audiology  in  our 
our  state.  Audiologists  must  be  licensed  to  dispense 
hearing  aids.  A  poll  was  taken  of  the  30  audiologists  and 
25  responded: 

1  )  15  said  they  needed  to  be  licensed  to 
dispense  hearing  aids. 

2)6  opposed  licensing  to  dispense  hearing 
aids  . 

3)4  abstained 
This  shows  me  not  only  do  audiologist  need  to  be  licensed 
to  practice  audiology  but  must  need  to  obtain  a  license- to 
dispense  hearing  aids. 

Hearing  Aid  Dispensers  have  shown  the  foresight  of  the 
need  to  protect  the  consumer  by  creating  a  licensing  board 
with  stringent  regulations  controlling  their  profession  in 
the  hearing  health  care  field.  In  our  state  we  have  had 
only  2  registered  complaints  over  the  past  five  years 
and  those  complaints  were  resolved  be  the  dispensers 
involved  when  made  aware  of  the  complaint.  Due  to  the 
above  reasons,  I  respectfully  request  that  you  lobby  and 
vote  against  this  measure. 

Thank  you  for  you  time  and  we  will  be  waiting  to  hear  frorr: 


Sincerely ; 

Robert  0.  Reierson 

President,  S.D.  Hearing  Aid  Dealers  Association 
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Senator  Pressler.  I  have  one  brief  question  to  the  panel. 

In  your  views,  who  should  be  permitted  to  test  hearing  and  fit 
hearing  aids? 

There's  some  concern  in  my  State  that  excessive  Federal  regula- 
tion may  result  in  decreased  service  or  access  in  some  rural  areas. 
Do  any  of  you  have  a  comment  on  that? 

Ms.  SORKIN.  We  feel  that  the  initial  testing  and  fitting  of  the 
hearing  aid  should  be  done  by  a  certified  audiologist. 

Once  that  audiologist  has  done  a  fitting  of  an  individual,  the  ac- 
tual dispensing  of  the  hearing  aid  can  be  done  by  someone  else. 
But  the  initial  analysis  of  how  that  person  functions  and  what  kind 
of  hearing  assistance  might  best  help  them  should  be  done  by  an 
audiologist. 

Senator  Pressler.  Thank  you  very  much. 

Mr.  Chairman,  I  shall  place  all  these  documents  in  the  record. 

Senator  CoHEN.  Senator  Feingold? 

STATEMENT  OF  SENATOR  RUSSELL  FEINGOLD 

Senator  FEINGOLD.  Thank  you,  Mr.  Chairman.  I  apologize  for  not 
being  here  earlier;  it  was  my  turn  to  preside  over  the  Senate,  as 
the  freshmen  are  asked  to  do,  and  I  got  over  here  as  fast  as  I  could. 

I'm  very  pleased  that  the  Committee  is  holding  this  series  of 
hearings,  and  that  today's  focus  is  on  the  hearing  aid  industry. 

I  also  want  to  say  that  I'm  very  pleased  that  the  AARP  has  cho- 
sen today  to  release  its  report  on  hearing  Eiids.  The  work  done  by 
the  AARP  is  quite  telling,  and  I  think  it  reveals  the  magnitude  of 
the  problem  before  us  today. 

I  will  ask  one  question,  but  if  I  may,  just  briefly,  comment  that 
when  I  was  Chairman  in  Wisconsin  of  the  Wisconsin  State  Senate 
Committee  on  Aging,  our  Committee  learned  that  hearing  loss  and 
other  communicative  disorders  such  as  speech  impairment  and  re- 
lated language  deficiencies  affected  over  500,000  people  in  Wiscon- 
sin alone,  which  strikes  me  as  the  same  number  we  have  of  people 
who  are  actually  uninsured  in  Wisconsin — it's  that  large  of  a  num- 
ber in  terms  of  health  insurance. 

The  invisible  disability  of  hearing  loss  afflicts  all  age  groups  and 
brings  with  it  significant  social  and  psychological  problems,  as  the 
hearing  impaired  withdraw  from  coworkers,  neighbors,  friends,  and 
even  family  members. 

I  hope  today's  hearing  will  lay  the  groundwork  for  additional 
work  to  address  this  significant  health  care  issue,  and  I'd  ask 
unanimous  consent  that  the  remainder  of  my  statement  be  placed 
in  the  record. 

Senator  CoHEN.  Without  objection,  your  prepared  statement  will 
appear  in  the  record. 

[The  prepared  statement  of  Senator  Feingold  follows:] 

Prepared  Statement  of  Senator  Russell  D.  Feingold 

Mr.  Chainnan,  members  of  the  Committee,  I  am  delighted  that  the  Committee 
continues  its  superb  series  of  hearings  this  session  with  today's  focus  on  issues  in 
the  hearing  aid  mdustry. 

I  am  particularly  pleased  that  as  a  part  of  this  hearing,  the  American  Association 
of  Retired  Persons  (AARP)  is  releasing  its  report  on  hearing  aids.  The  work  done 
by  AARP  is  telling,  and  reveals  the  magnitude  of  the  issues  before  us  today. 

According  to  the  AARP  report,  there  are  over  23  miUion  people  in  our  country  suf- 
fering a  hearing  loss,  with  an  estimated  14  million  of  tnem  over  the  age  of  65. 
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Though  hearing  aids  represent  the  third  most  widely  used  assistive  devices,  follow- 
ing canes  and  glasses,  AARP  reports  that  only  about  1  person  in  5  who  could  benefit 
from  a  hearing  aid  actually  wears  one. 

It  is  clear  that  the  hearing  aid  market  is  both  substantial,  and  has  the  potential 
for  being  much  larger.  And  with  an  average  price  of  $600  for  each  hearing  aid,  the 
potential  for  sales  in  the  tens  of  billions  of  dollars  is  easily  seen. 

Given  the  possible  vulnerability  of  a  portion  of  the  large  hearing  aid  market,  there 
is  potential  for  abusing  consumers. 

Today's  hearing  will  explore  some  of  those  abuses  that  have  taken  place,  and,  I 
hope,  will  provide  this  Committee  with  some  guidelines  in  piu^uing  ways  to  combat 
those  abuses. 

In  addition  to  hearing  about  how  to  address  cons\imer  abuses,  I  am  also  inter- 
ested more  generally  in  how  to  make  hearing  assistive  devices  more  accessible  to 
those  who  need  them.  As  AARP  notes,  neither  Medicare  nor  most  health  insurance 
policies  cover  the  cost  of  hearing  aids,  even  though  hearing  loss  is  one  of  the  most 
common  chronic  conditions. 

In  a  series  of  hearings  I  held  as  Chair  of  the  Wisconsin  State  Senate's  Aging  Com- 
mittee, our  committee  learned  that  hearing  loss  and  other  communicative  disorders 
such  as  a  speech  impairment  and  related  language  deficiencies,  affect  over  500,000 
people  in  Wisconsin  alone.  The  invisible  disability  of  hearing  loss  afflicts  all  age 
groups,  and  brings  with  it  significant  social  and  psychological  problems  as  the  hear- 
ing impaired  withdraw  from  co-workers,  neighbors,  friends,  and  even  family  mem- 
bers. 

This  is  not  just  as  aging  issue.  It  should  be  noted  that  while  60  percent  of  the 
hearing  impaired  are  over  65,  nearly  20  percent  are  children  of  school  age,  and  ne- 
glected hearing  problems  can  prevent  a  child's  full  intellectual  and  social  develop- 
ment. 

I  very  much  hope  today's  hearing  will  lay  the  groundwork  for  additional  work  to 
address  this  significant  health  care  issue,  and  that  we  can  include  it  in  the  larger 
debate  of  health  care  reform. 

Senator  Feingold.  Thank  you,  Mr.  Chairman.  I  was  not  here  for 
all  the  comments,  but  I  understand  that  Dr.  Kessler  and  others 
have  testified  about  the  kinds  of  protections  we  should  consider  to 
protect  consumers  from  abusive  practices,  and  to  insure  that  con- 
sumers are  properly  evaluated,  assessed,  and  fitted  by  competent 
providers,  and  that's  been  helpful. 

Fm  also  concerned  about  the  problem  of  access.  Only  one  in  five 
people  who  could  benefit  from  a  hearing  aid  actually  wear  one,  and 
as  you  know,  neither  Medicare  nor  private  health  insurance  poli- 
cies cover  hearing  tests  or  hearing  aids,  except,  apparently,  in  rare 
instances. 

My  only  question  really  is,  what  are  your  thoughts  on  improving 
access  to  the  nearly  20  million  citizens  who  could  benefit  from  a 
hearing  aid,  and  should  hearing  aids  and  tests  be  specifically  cov- 
ered as  a  benefit  under  the  health  care  reform  package  that  we're 
about  to  review. 

I  would  start,  at  least,  with  Dr.  Dixon,  if  possible. 

Dr.  Dixon.  Well,  I  think  a  part  of  the  problem  is  the  negative 
connotation  that  hearing  aids  have.  Historically,  people  have 
looked  upon  hearing  aids  as  something  to  be  avoided. 

I  think  if  we  can  have  the  same  kind  of  attitude  about  hearing 
aids  that  we  have  about  eyeglasses,  more  people  would  be  willing 
to  go  and  get  fitted  for  hearing  aids. 

There  again,  we  need  education  of  the  consumer. 

The  other  problem  about  the  imminent  presentation  of  the  health 
care  reform  package — ^we  know  that  there  are  many,  many  needs 
in  America  that  need  to  be  addressed,  and  this  is  one  of  them.  We 
also  know  that  it's  always  a  question  of  dollars. 
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Just  as  we'd  look  at  other  aspects  such  as  long-term  care  in  the 
health  care  reform  package,  we  need  to  look  at  provisions  of  hear- 
ing aids  for  people  who  need  them. 

It  might  not  be  immediate,  but  it  should  be  in  there  that  some- 
where down  the  road,  we  would  know  that  this  is  something  that 
we  need  to  have  addressed  by  our  Federal  Grovemment. 

Senator  Feingold.  Is  there  any  indication  thus  far  that  there 
will  be  any  coverage  provided  in  the  plan  or  that  that's  been  in- 
cluded in  any  way? 

Dr.  Dixon.  Well,  we  haven't  seen  the  plan  yet,  so  we  just  don't 
know. 

Senator  Feingold.  Okay. 

I  thank  you,  Mr.  Chairman. 

Senator  Cohen.  Thank  you  very  much. 

Senator  Grassley,  do  you  have  any  questions? 

STATEMENT  OF  SENATOR  CHARLES  GRASSLEY 

Senator  Grassley.  I'd  like  to  place  a  statement  in  the  record  and 
ask  one  question. 

I'm  sorry  I  wasn't  here  to  hear  your  testimony  Dr.  Dixon,  but  I 
did  have  a  chance  to  read  it  ahead  of  time.  Dr.  Dixon,  you  made 
a  point  that  many  hearing  aid  sellers  meet  or  exceed  testing  stand- 
ards. 

Now,  my  question  is  probably  a  balancing  act — is  there  some 
way,  in  your  judgment,  to  police  those  who  are  unscrupulous  with- 
out placing  stricter  regulations  on  the  system,  and  thus  penalizing 
the  honest  seller? 

Dr.  Dixon.  I  doubt  that  we  can  do  it  without  placing  stricter  reg- 
ulations on  the  system. 

I  do  not  have  the  percentages  of  those  who  were  not  in  conform- 
ance, but  I  think  that  just  focusing  on  the  problem — I  think  hear- 
ings such  as  the  hearing  that  we  are  engaged  in  right  now — ^focus- 
ing on  the  problem,  and  shedding  the  light  on  the  ones  who  are  un- 
scrupulous will  cause  some  changes  in  behavior,  and  of  course,  the 
prosecution  of  those  who  are  in  noncompliance,  I  think,  will  make 
a  change. 

Senator  GRASSLEY.  The  standpoint  of  education  and  notoriety  of 
abuse  will  bring  some  discipline.  You  don't  feel,  though,  that  that's 
enough — ^that  there  will  still  have  to  be  some  regulations,  so  that 
even  the  person  who's  very  honest  and  forthright  would  still  be 
negatively  impacted? 

Dr.  Dixon.  I  think  we  have  to  have  some  regulation,  but  I  don't 
think  that  those  who  are  in  conformance  will  be  negatively  im- 
pacted. 

You  know,  just  as  we  have  all  laws  across  the  board  to  get  the 
bad  guys,  the  good  guys  are  still  the  good  guys,  and  I  think  they 
can  publicize  the  fact  that  they  are  in  compliance,  and  that  will 
help  their  cases. 

Senator  Grassley.  Thank  you. 

[The  prepared  statement  of  Senator  Grassley  follows:] 

Prepared  Statement  Senator  Charles  E.  Grassley 

Mr.  Chairman  and  Senator  Cohen,  I  want  to  thank  you  for  convening  this  morn- 
ing's hearing.  I  was  first  exposed  to  this  issue  as  a  member  of  tiie  Iowa  State  legis- 
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lature  back  in  the  early  1970's.  In  1974,  legislation  was  passed  in  Iowa  to  license 
hearing  aid  dealers.  I  recall  that  debate  well  and  the  divisiveness  that  surrounded 
the  debate.  Some  of  those  same  issues  are  once  again  before  me. 

Recent  reports  in  the  media  have  drawn  attention  to  the  potential  problems  in 
the  hearing  aid  marketplace.  So,  I  am  eager  to  hear  the  witnesses  before  us  who 
represent  nearly  all  facets  of  this  industry.  However,  I  caution  members  of  this 
Committee,  and  others,  that  although  the  media  has  drawn  attention  to  some  prob- 
lems and  abuses  in  the  marketplace,  it  is  our  role  to  determine  the  extent  of  the 
problem  and  whether  intervention  is  warranted. 

One  of  the  most  important  desires  for  an  elderly  person  is  to  maintain  their  inde- 
pendence. For  some,  hearing  loss  threatens  this  independence.  Hearing  loss  affects 
almost  23.5  miUion  people,  60  percent  of  whom  are  over  65.  Unfortunately,  only  17 
percent  of  the  hearing  impaired  population  wears  a  hearing  aid.  It  is  not  entirely 
clear  why  more  people  do  not  use  hearing  aids.  Cost  may  be  a  factor,  dissatisfaction 
with  an  existing  aid  may  be  also  be  a  factor. 

This  hearing  is  an  important  first  step  in  answering  these  and  other  questions. 
It  is  the  first  time  in  nearly  20  years  that  the  Aging  Committee  has  held  a  hearing 
on  problems  in  the  hearing  aid  marketplace.  Not  since  Senator  Percy  chaired  the 
Committee  and  held  a  hearing  in  1976  has  this  issue  been  examined  by  the  commit- 
tee. 

I  concede  that  evidence  appears  to  indicate  that  a  number  of  problems  and  issues 
need  to  be  examined.  These  issues  involve  the  sale  and  advertisement  of  hearing 
aids,  their  regulation  and  who  is  the  most  appropriate  provider  of  hearing  aids. 
Some  of  the  evidence  is  anecdotal  but  some  is  broad  based. 

There  have  been  allegations  of  misleading  advertisement  and  questionable  sales 
practices  within  the  industry.  Recent  reporte  also  indicate  some  level  of  consumer 
dissatisfaction.  The  most  recent  report  on  consumer  satisfaction  has  been  conducted 
by  AARP  and  will  be  released  to  todays  hearing. 

At  the  Federal  level,  the  hearing  aid  industry  is  regulated  by  the  FDA  and  the 
FTC.  The  States  are  primarily  responsible  for  regulating  the  sale  of  hearing  aids. 
State  licensing  boards  set  standards  for  competency,  licensure,  and  practice.  They 
are  also  responsible  for  investigating  complaints  and  disciplining  professionals. 
However,  State  regulations  vary  considerably.  Evidence  also  indicates  that  State 
boards  are  not  actively  pursuing  consumer  complaints  or  disciplining  professionals. 

As  I  mentioned,  this  hearing  is  an  important  step  in  determining  the  status  of 
the  hearing  aid  market.  We  all  share  the  common  goal  of  providing  high  quality 
care  to  those  who  are  hearing  impaired.  We  must  continue  to  guarantee  access  to 
quality  care-  for  the  hearing  impaired  population.  Access  to  heal&  care  is  an  impor- 
tiant  issue  for  me  not  only  because  I  represent  a  rural  State,  but  also  a  State  with 
the  highest  percentage  of  seniors  over  85.  I  am  looking  forward  to  this  morning's 
testimony  and  determining  what  is  the  next  course  of  action. 

Senator  COHEN.  Thank  you  very  much,  Senator  Grassley.  And  let 
me  thank  the  panel  for  their  testimony.  They're  very,  very  impor- 
t£int.  Thank  you. 

Our  final  panel  will  consist  of  Dr.  Jerome  Groldstein,  who  is  the 
Executive  Vice  President  of  the  American  Academy  of  Otolaryngol- 
ogy. 

He  has  served  in  this  capacity  since  1984.  He  has  served  as 
President  of  the  American  Society  of  Health  and  Neck  Surgery,  as 
well  as  the  Director  of  the  American  Board  of  Otolaryngology. 

Robin  Holm  currently  serves  as  the  Executive  Director  of  the 
International  Hearing  Society.  She  represents  the  interests  of  the 
majority  of  the  hearing  aid  dispensers  in  the  United  States. 

She  is  a  Board  Certified  Hearing  Instrument  Specialist  and  is  a 
former  President  of  the  Society. 

For  nearly  20  years,  Ms.  Holm  has  been  a  co-owner  and  operator 
of  a  retail  hearing  aid  establishment  in  Seattle,  Washington. 

Finally,  Mr.  Thomas  OToole  is  President  of  the  American 
Speech-Language-Hearing  Association. 

He  has  worked  in  the  Montgomery  County,  Maryland  public 
school  system  for  over  30  years  as  Director  of  the  Special  Education 


85 

and  Related  Services,  Director  of  Pupil  Services,  and  Supervisor  of 
Speech  and  Hearing  Services. 

Welcome,  all  of  you — Mr.  OToole,  Dr.  Goldstein,  and  Ms.  Holm. 

Dr.  Groldstein,  would  you  like  to  begin? 

Fd  ask  you  if  you  could  summarize  your  statements;  the  complete 
statement  will  be  included  in  the  record.  I've  been  looking  at  that 
clock  all  morning,  and  the  bells  are  bound  to  go  off  soon,  and  we'll 
be  rushing  off  to  a  vote.  But  we'd  like  to  have  your  testimony  for 
the  record. 

STATEMENT  OF  JEROME  GOLDSTEIN,  M.D.,  EXECUTIVE  VICE 
PRESIDENT,  ACADEMY  OF  OTOLARYNGOLOGY 

Dr.  GtoLDSTElN.  Okay.  Thank  you.  Senator  Cohen. 

I  am  EVP  of  the  world's  largest  organization  of  physician  special- 
ists dedicated  to  the  diagnosis  and  treatment  of  patients  with  dis- 
orders of  the  ears,  nose,  throat,  and  related  structures  of  the  head 
and  neck,  and  we  appreciate  this  opportunity  to  present  testimony. 

Abuse  does  exist.  Current  regulations  are  not  working.  Many 
consumers,  especially  the  elderly,  are  not  informed  and  are  not 
being  medically  evaluated  before  a  hearing  aid  is  provided,  despite 
the  1977  FDA  regulations.  Part  of  this  is  related  to  Medicare's  fail- 
ure to  provide  coverage  for  any  hearing  aid-related  medical  serv- 
ices. 

Mr.  Chairman,  hearing  loss  is  a  medical  symptom,  not  a  diag- 
nosis. A  hearing  aid  is  not  a  treatment  for  a  diseased  ear,  but  an 
amplification  device  that  helps  many  people  with  hearing  loss  over- 
come its  limitations. 

In  some  cases,  hearing  loss  can  be  a  sjrmptom  of  a  more  serious 
problem,  such  as  multiple  sclerosis,  AIDS,  or  an  acoustic  nerve 
tumor.  That  is  why  we  feel  it's  vitally  important  that  a  diagnosis 
of  the  cause  of  the  patient's  hearing  loss  be  made  prior  to  a  deci- 
sion to  recommend  a  hearing  aid. 

Ideally,  consumers  with  hearing  impairments  who  are  seeking  to 
purchase  a  hearing  aid  would  be  best  served  if  they  first  consulted 
a  physician  specialized  in  treating  ear  disorders  to  rule  out  a  treat- 
able medical  condition.  This,  clearly,  is  our  first  preference. 

Hesitating  aside.  Senator  Cohen,  I  detected  some  confusion  this 
morning  in  the  remarks  of  Senator  Kohl,  and  even  Dr.  Kessler,  on 
the  distinction  between  a  hearing  evaluation  and  a  medical  evalua- 
tion, and  perhaps  in  the  questions,  we  can  elaborate  on  that. 

Although  realistically,  we  know  it's  unlikely — given  the  current 
direction  of  health  care  reform — to  have  a  physician  see  every  pa- 
tient, we  are  presenting  today  a  possible  compromise  plan  which 
we  feel  will  expand  access,  hold  down  costs,  and  improve  quality 
of  care  over  the  current  state  of  affairs. 

Our  plan  is  as  follows: 

First,  require  all  dispensers  to  assess  the  consumers'  degree  of 
hearing  loss  through  a  series  of  specific  hearing  tests. 

Additionally,  dispensers  would  be  required  to  screen  consumers 
for  10  specific  "red  flag"  otolaryngologic  conditions,  such  as  dizzi- 
ness or  recurrent  ear  infections. 

Should  the  consumer  present  any  one  of  these  "red  flag"  condi- 
tions, then  the  dispenser  would  be  required  to  refer  that  individual 
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to  a  physician  for  medical  clearance.  There  would  be  no  waiver  of 
this  requirement. 

Second,  the  "red  flag"  condition  should  be  used  for  screening  all 
purchasers  of  hearing  aids,  not  just  first  time  buyers. 

Third,  patients  exhibiting  none  of  the  warning  signals  would  still 
be  required  to  sign  a  waiver  statement.  The  formatting,  size  of  the 
print,  and  text  of  this  waiver  statement  should  be  nationally  stand- 
ardized, and  the  dispenser  required  to  tell  the  patient  that  signing 
this  waiver  is  not  in  his  best  health  interest. 

The  statement  must  be  presented  to  the  consumer  separate  of 
any  other  paperwork  requiring  a  signature,  and  civil  and  criminal 
Federal  penalties  should  be  established  for  noncompliance,  includ- 
ing loss  of  licensure. 

Finally,  any  patient  receiving  a  hearing  aid  should  be  sent  home 
from  the  dispenser  with  a  warning  card  outlining  conditions  to  be 
aware  of  regarding  their  hearing  loss. 

Should  any  of  these  conditions  arise,  the  consumer  would  be  in- 
structed to  seek  medical  care  from  their  personal  physician  or  a 
physician  ear  specialist. 

We  also  strongly  advocate  banning  mail  order  and  door-to-door 
sales  of  hearing  aids. 

The  approach  I've  just  described  is  not  the  only,  or  even  the  final 
solution  to  solving  abuse  regarding  this  facet  of  the  health  care  sys- 
tem, but  it  is  a  first  step. 

We  encourage  the  FDA,  Congress,  primary  care  physicians,  and 
nonphysician  providers  to  join  us  in  further  evolving  this  concept 
of  medical  referral  indicators  for  patients  with  hearing  loss. 

Such  a  coalition  effort  should  surely  produce  quality  guidelines 
that  would  expand  access,  reduce  cost  and,  most  importantly,  pro- 
tect the  consumer. 

Senator  Cohen,  you  have  asked  also  to  discuss  ways  in  which  all 
physicians  can  be  better  educated  about  the  diagnosis,  treatment, 
and  rehabilitation  of  hearing  impaired  individuals.  We  know  all  too 
well  that  many  primary  care  physicians — pediatricians,  family  phy- 
sicians, internists,  and  general  practitioners — are  not  knowledge- 
able enough  about  ear  disease  to  provide  medical  clearance.  This 
is  because  many  have  not  had  to  go  through  an  otolaryngology  ro- 
tation in  either  medical  school  or  their  residency  training. 

While  some  medical  schools  and  residencies  require  rotations 
through  otolaryngology  departments,  others  do  not;  they're  not 
available  in  all  training  institutions. 

Our  academy  has  been  at  the  forefront  of  educating  non- 
otolaryngologic  physicians  about  hearing  loss.  We  have  available 
physician  and  patient  education  literature,  we  offer  a  slide  lecture 
series,  we  present  courses  and  sponsor  exhibits  at  both  the  national 
and  State  level  at  the  professional  meetings  of  primary  care  physi- 
cians, and  write  articles  for  their  professional  journals. 

We  are  exploring  with  the  Association  of  American  Medical  Col- 
leges ways  to  encourage  mandatory  rotations  in  otolaryngology  for 
all  primary  care  physicians. 

I'd  be  happy  to  answer  any  questions  you  many  have.  Thank  you. 

[The  prepared  statement  of  Dr.  Goldstein  follows:] 
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1  The  Amencan  Academy  ol  Otolaryngology  -  Head  and  Neck  Surgery  (AAO-HNS)  greatly  appreciates  this 

2  opportunity  to  present  testimony  before  the  Senate  Special  Committee  on  Aging  regarding  the  alleged 

3  abuses  In  the  hearing  aid  dispensing  industry.  I  am  Jerome  C.  Goldstein,  MO,  Executive  Vice  President  of 

4  the  Academy.   The  Academy  is  the  world's  largest  organization  of  physician  specialists  dedicated  to  the 

5  diagnosis  and  treatment  of  patients  with  disorders  of  the  ears,  nose,  throat,  and  related  structures  of  ttie 

6  head  and  neck.  Otolciryngologists  are  sometimes  referred  to  as  ENT  (Ear,  Nose,  and  Throat)  physicians; 

7  many  of  our  members  specialize  specifically  in  disorders  of  the  ear. 

8  I  will  focus  my  remarks  on  the  need  to  strengthen  the  existing  regulatkjns  governing  ttie  sale  and  dispensing 

9  of  hearing  aids  as  it  relates  to  medical  clearance  t>efore  a  hearing  aid  is  sokj  and  offer  recommendations 

10  for  change.    Abuse  of  the  adult  waiver  of  the  current  requirement  to  obtain  a  nnedical  evaluation  by  a 

11  physician,  preferably  an  otolaryngologist,  prior  to  fitting  and  sale  of  a  hearing  aid  Is  directly  related  to  the 

12  victimization  of  the  public,  often  the  elderly,  by  unscrupulous  sales  practices  and/ or  the  lack  of  expertise 

13  on  tfie  part  of  a  norvphysician  hearing  aid  dispenser  who  unknowingly  overlooks  serious  problems  requiring 

14  mediCcU  referral  and  care.    We  will  present  a  proposal  that  is  responsive  to  the  need  for  greater  consunDer 

15  protection,  is  cost-effective,  and  uses  the  skills  of  all  members  of  the  hearing  health  care  team. 

16 

17  Background 

18  Current  regulations,  promulgated  in  1977  by  the  Food  arxj  Drug  Administration  (FDA),  governing  ttie 

19  conditions  for  sale  of  hearing  aid  devices  require  that  a  hearing  aid  dispenser  not  sell  a  hearing  aid  unless 

20  the  prospective  user  has  presented  a  written  staement  signed  by  a  licensed  physician  which  states  that  the 

21  patient's  hearing  loss  has  been  mediCeUly  evaluated  etnd  the  patient  may  t>e  considered  a  carxjidaie  for  a 

22  hearing  aid.  This  medical  evaluation  must  have  taken  place  within  the  preceding  six  months.  Adults,  age 

23  18  or  okder,  may  waive  this  requirement  for  a  medical  evaluation,  but  the  hearing  aid  dispenser  must: 

24  'infbrm(s)  the  prospective  user  that  the  exercise  of  the  waiver  is  not  in  the  user's  best  health  interest.'  The 

25  prospective  user  must  also  sign  a  statement,  as  presented  by  ttie  hearing  aid  dispenser  which  states:  'I 

26  have  been  advised  by  (hearing  aid  dispenser  name)  that  the  Food  and  Drug  Administration  has  determined 

27  that  my  best  health  interest  woukj  be  served  if  I  had  a  medical  evaluation  by  a  licensed  physician  (preferably 

28  a  physician  who  specializes  in  diseetses  of  the  ear)  before  purchasing  a  hearing  aid.  I  do  not  wish  to  have 

29  a  medical  evaluation  before  purchasing  a  hearing  aid.* 

30  The  statutory  authority  of  the  FDA  to  issue  these  regulations  is  tied  to  their  general  authority  to  regulate 

31  medical  devices.  To  our  knowledge,  there  is  no  previous  history  of  federal  legislation  specifically  ^dressing 

32  the  protection  of  consumers  in  the  sale  of  hearing  aids. 

33  The  Problems 

34  This  waiver  of  the  medlcetl  evaluation  requirement,  originally  created  to  accommodate  religious  t>eliefs,  such 

35  as  those  of  the  Christian  Scientists,  has  been  grossly  abused.  AnecdotcU  evidence  suggests  that  as  many 

36  as  85  percent  of  hearing  aids  sokl  to  first  time  purchasers  are  done  so  through  the  use  of  the  medical 

37  waiver.  This  was  cleariy  not  the  FDA's  intentions.  Consumers  are  rarely  verbally  informed  by  hearing  aid 

38  dispensers  that  it  is  in  their  best  health  interest  to  see  a  physician  before  obtaining  a  hearing  aid. 

39  Additionally,  dispensers  often  include  the  waiver  statement  (in  fine  print)  as  part  of  a  barrage  of  paperwork 

40  which  the  prospective  user  is  instructed  to  sign,  further  minimizing  the  importance  of  the  waiver  statement. 

41  We  believe  that  the  meijority  of  consumers  are  not  fully  informed;  thai  hearing  aids  are  soU  to  people  who 

42  do  not  need  them;  cind  that  serious  medical  cor)ditions  are  overiooked  by  non-physician  providers 

43  subsequently  necessitating  more  extensive  medical  and  or  surgical  treatment  than  wouW  have  been 

44  necessary  originally,  adding  additional  cost  and  suffering  to  the  patient  and  cost  to  the  health  care  system. 
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1  States  are  responsible  for  the  licensing  of  hearing  aid  dispensers  arxj  for  enforcing  the  FDA's  requirements 

2  with  respect  to  the  medical  evaluation  and  the  waiver.    However,  requirements  for  licensure  vary  widely 

3  across  many  stales:  some  requiring  as  little  as  a  high  school  diploma  to  apply  for  a  license. 

4  Why  the  Need  for  a  Medical  Evaluation  of  Hearing  Lass? 

5  Hearing  loss  is  a  medical  symptom,  not  a  diagnosis.  A  hearing  aid  Is  not  a  treatment  for  a  diseased  ear, 

6  but  an  amplification  device  thai  helps  many  people  with  hearing  loss  overcome  its  limitations.  A  medical 

7  examination  allows  the  physician  to  assess  the  overall  health  of  the  patient,  corxJua  a  history  and  physical 

8  and  thoroughly  examine  the  ears,  nose  and  throat. 

9  It  is  vitally  important  that  a  diagnosis  of  the  ceujse  of  the  patient's  hearing  loss  be  made  prior  to  a  decision 

10  to  recommerxJ  a  hearing  aid.    Oftentimes,  hearing  loss  can  be  mediceilly  and/ or  surgically  managed, 

11  replacing  the  need  for  a  hearing  aid  or  adding  to  its  effectiveness.   Hearing  loss  can  be  a  symptom  of  a 

12  more  serious  problem,  such  as  multiple  sclerosis,  AIDS,  or  diabetes.  Other  times,  systemic,  metabolic,  or 

13  pharmacologic  abnormalities  or  tumors  may  be  the  cause.  These  problems  must  not  be  overlooked  and 

14  delivering  high  quality  mediCcU  care  must  be  our  goal. 

15  Health  Care  Refbnn  and  the  expanding  Role  of  Ailied  Health  Professionals 

16  We  are  all  aware  of  the  need  to  contain  health  care  costs.  Many  heaJth  care  reform  proposals  call  for  more 

17  extensive  use  of  allied  health  professionals  to  provide  preliminciry  or  routine  health  services  arxd  act  as 

18  gatekeepers  to  the  system  and  to  physicians  to  achieve  cost  containment.  While  we  grapple  with  how  to 

19  contain  health  care  costs,  the  simple  solution  is  to  take  short  cuts.  Somaimes,  the  short  cuts  make  sense. 

20  Other  times  they  are  detrimentcU  to  patient  care  and  more  expensive  In  the  long-run.   We  are  concerned 

21  about  the  arguments  that  the  American  Speech-Language  Hearing  Association  (ASHA)  and  others  are 

22  mciking  to  eliminate  cUtogether  the  current  requirement  to  obtain  a  medical  evaluation  by  a  licensed  physician 

23  within  the  preceding  six  months  prior  to  the  first  purchasing  of  a  hearing  aid.  ASHA  is  seeking  to  overtum 

24  the  regulation  by  arguing  that  'it  is  more  cost-effeaive  for  an  audiologist  to  evaluate  the  type  and  degree 

25  of  hearing  loss,  determine  carxlidacy  for  amplification,  and  refer,  if  needed,  for  mediCcU  management." 

26  (ASHA  Dear  Colleague  later.  May  10,  1993) 

27  Although  the  Academy  is  concerned  with  the  costs  of  health  care,  we  believe  cost  should  not  be  the  driving 

28  factor  for  delivering  patient  care,  particularly  if  it  means  patient  care  will  suffer.  Failing  to  con-elate  disease, 

29  overiooking  tumors,  and  over-prescribing  amplification  are  not  goals  that  any  of  us  should  entertain.  We 

30  are  concerned  that  without  the  medical  evaluation  requirement,  more  people  will  start  falling  into  the  cracks 

31  of  the  health  ceire  system.  Delivering  high  quality  medicine  shoukl  be  everyone's  bottom  line. 

32  Recommendations  for  A  Change  in  Federal  Policy 

33  The  Academy  has  created  an  jiltemate  proposal  to  the  current  policy  which  will  better  serve  the  public  by 

34  improving  quality  of  care,  and  direct  scarce  health  care  resources  where  they  will  do  the  most  good.    We 

35  hope  that  our  plan  will  gain  the  support  of  the  FDA  and  all  other  interested  parties,  including  audiologists, 

36  who  we  urge  to  join  us  In  support  of  this  plan. 

37  The  basic  provisions  of  our  proposal  would  require  federal  regulations  to  be  revised  as  described  below. 

38  The  following  recommended  changes  pertain  to  adults  only.   All  children  under  the  age  of  18  must  still 

39  obtain  a  medical  evaluation  by  a  physician,  preferably  an  otolaryngologist,  before  a  hearing  aid  is  offered. 

40  Children  would  not  be  permitted  to  waive  this  requirement  as  current  regulations  dictate. 
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1  A.  Reouire  a  hearing  evaluation  to  be  conducted  by  a  hearino  aid  dispenser  such  as  an  audiologist  or 

2  other  hearing  professional  licensed  by  the  state  prior  to  the  dispensing  of  the  hearing  aid.  There 

3  would  be  no  waiver  of  this  requirement.    The  hearing  evaluation  would  include  ttie  following 

4  diagnostic  tests:   air,  and  bone  conduaion  thresholds,  speech  understanding,  most  comfortable 

5  loudness  (MCL)  and  uncomfortable  loudness  (UCL)  levels.    The  heanng  evaluation  would  also 

6  include  screening  for  any  red  flag  otologic  conditions  as  specified  below.  Referral  to  a  physician. 

7  preferably  an  otolaryngologist,  would  be  marxiaory  if  any  of  the  conditions  existed.  Attached  to 

8  this  testimony  is  a  suggested  questionnaire  that  the  hearing  etid  dispenser  could  use  to  aid  in  this 

9  process. 

10  B.  Require  a  medical  evaluation  by  a  physician,  preferably  one  trained  in  diseases  of  the  ear 

11  (otolaryngologist).  A  waiver  of  this  requirement  would  be  allowed  only  if  the  patient  did  not  exhibit 

12  any  of  the  following  red  flag  otologic  conditions,  also  referred  to  as  medical  referral  criteria: 

13  1.  Visible  congenital  or  traumatic  deformity  of  the  ear. 

14  2.  Hearing  loss  with  positive  history  of  tuberculosis,  syphilis,  HIV,  Meniere's  disease, 

15  autoimmune  disorder,  otosclerosis.  Von  Recklinghausen's  neurofibromatosis,  or  Pagei's 

16  disease  of  bone. 

17  3.  History  of  active  drainage  or  bleedinc  from  an  ear  within  previous  six  months. 

18  4.  Sudden  or  rapidly  progressive  hearing  loss  within  previous  six  months. 

19  5.  History  of  sudden  or  rapidly  progressive  hearing  loss  or  a  sudden  or  recent  onset  within 

20  previous  90  days. 

21  6.  Unilateral  or  asymmetric  hearing  loss 

22  7.  Acute  or  chronic  dizziness. 

23  8.  Audiometric  air-bone  gap  equal  to  or  greater  than  15  decibels  at  500  hertz  (Hz),  1000Hz 

24  and  2000  Hz. 

25  9.  Visible  evidence  of  cerumen  accumulation  or  foreign  body  In  the  ear  canal. 

26  10.  Bilateral  hearing  loss  of  greater  than  90  decibels. 

27  We  do  not  want  to  create  the  impression  that  a  medical  evaluaion  is  needed  only  for  the  conditions 

28  enumerated  above.  Indications  for  medical  referral  should  not  be  limited  to  these  conditions,  but 

29  they  do  cover  the  ovenwhelming  majority  of  conditions  that  would  be  problematic. 

30  C  .  In  the  event  thai  an  adult  hearing  aid  purchaser  does  not  exhibit  any  of  the  red  flag  otologic 

31  conditions,  a  waiver  of  the  requiremerrl  to  obtain  a  medical  evaluation  would  be  allowed.  However, 

32  the  consumer  would  still  be  required  to  be  informed  by  the  hearing  aid  dispenser  both  verbally  arx) 

33  in  writing  that  it  is  still  in  their  best  interest  to  see  a  physician  (preferably  an  otolaryngologist)  for 

34  a  medical  clearance  prior  to  the  fitting  of  the  device  and  sign  an  appropriately  written  and  presented 

35  waiver  statement.  The  formatting,  size  of  the  print,  and  the  text  of  this  wjiiver  statement  should  be 

36  nationally  standardized  for  maximum  understanding.  The  waiver  statement  should  stand  alone  from 

37  any  other  paperwork  given  to  the  consumer  in  the  purchase  of  the  hearing  device. 
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1  D.  Require  federai  and  encourage  stale  penaKies  for  violaion  of  the  regulations,  such  as  civil,  criminal, 

2  and  loss  of  licensure.    Professional  sanction  should  also  be  considered.   Given  thai  there  are  not 

3  enough  funds  for  real  enforcement,  as  the  present  situation  dictates,  these  penalties  are  suggested' 

4  as  a  deterrence  for  norvcompllance. 

5  E.  These  reauirements  would  not  just  apply  to  first  time  purchasers.    If  a  patient  Is  purchasing  a 

6  secortd  or  third  (or  rrrare)  hearing  aid,  the  heeiring  aid  dispenser  would  still  be  required  to  evaluate 

7  the  pcitient  for  any  of  the  red  flag  otologic  symptoms;  if  any  were  present  a  medical  evaluation 

8  would  be  required  without  the  option  of  waiving.  The  battery  of  diagnostic  hearing  tests  required 

9  for  first  time  purchasers  would  not  necessarily  be  required  to  the  same  extent  for  second  and  third 

10  (etc)  time  purchasers. 

11  F.  After  the  fitting  of  a  hearing  aid,  all  patients  would  be  sent  home  with  a  warning  card  that  says: 

12  Contact  your  personal  physician  or  a  physician  ear  specialist  (Otolaryngologist-Head  and  Neck 

13  Surgeon  or  Otologist)  for : 

14  1.  Ear  pain,  especially  If  associated  with  acute  or  chronic  throat  pain,  fever,  or  ear  tenderness. 

15  2.  Sudden  or  rapidly  progressive  loss  of  hearing,  even  with  recovery. 
16 

17  3.  Dizziness. 

18  4.  Persistent  blocked  feeling  in  an  ear. 

19  5.  Hearing  loss  worse  on  one  side. 

20  6.  Hearing  loss  after  air  travel,  a  fall,  or  a  blow  to  the  head. 

21  7.  Hollow  or  open  feeling  in  an  ear,  especially  if  it  is  abolished  by  forceful  sniffing. 

22  8.  Bleeding  or  drainage  from  an  ear. 


23  The  idemified  goals  of  health  care  reform  are  to  expeind  access,  hoU  down  costs,  cind  improve  or  at  least 

24  maintain  quality.  We  believe  our  proposal  promotes  cUI  three  goals.  Many  patients  will  not  be  required  to 

25  see  a  physician,  saving  time  arKJ  expense.  Those  who  did  need  to  see  a  physician  would  be  preferably 

26  directed  to  an  otolaryngologist  who  would  be  able  to  provide  the  most  cost-effective  quality  care.  The  role 

27  of  audiologists  and  other  allied  health  professionals  woukl  be  expanded  and  specific  guidelines  for  physician 

28  referred  are  provided.  States  would  have  concrete  grounds  on  which  to  prosecute  abuses  of  the  regulations. 

29  Physicians,  audiologists,  and  hearing  aid  dispensers  would  be  encouraged  to  work  together  for  cost 

30  containment,  access,  eind  quality  care. 

31  Mr.  Chairman  and  Senator  Cohen,  you  have  asked  me  to  also  discuss  ways  in  which  all  physicians  can  be 

32  better  educated  about  diagnosis,  treatment,  and  rehabilitation  of  hearing  impaired  Individuals.  We  know  ail 

33  too  well  thai  many  primary  care  physicians  (pediatricians,  family  physicians,  internists,  arxJ  general 

34  practitioners)  are  not  knowledgeable  enough  about  ear  disease  to  provide  medical  clearemce.    This  is 

35  becetuse  many  have  not  had  to  go  through  an  otolaryngology  rotation  in  either  medical  school  or  in  their 

36  residency  training.  While  some  medical  schools  and  residencies  require  rotations  through  otolaryngology 

37  departments,  others  do  not  -  most  likely  because  they  are  not  available  in  those  particular  institutions.  The 
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1  AAO-HNS  has  been  al  the  forefront  of  educating  non-otolaryngic  physicians  about  hearing  loss.  We  have 

2  available  physician  and  patient  education  literature  and  otter  a  slide  lecture  series.  We  present  courses  anO 

3  sponsor  exhibits  at  both  the  national  and  state  level  at  the  protessionai  meetings  of  phmary  care  physicians 

4  arKi  write  articles  for  their  professional  journals.  We  anticipate  exploring  with  the  Association  of  American 

5  Medical  Colleges  (AAMC)  ways  to  encourage  marxJatory  rotations  in  otology  for  all  primary  care  physicians. 

6  TTie  American  Academy  of  Otolaryngology  -  Head  and  Neck  Surgery  thanks  you  again  for  this  opportunity 

7  to  testify.  We  look  forward  to  working  with  you  toward  improving  the  hearing  health  of  all  Americans.  I'd 

8  be  happy  to  answer  any  questions  that  you  may  have. 

9  Anachmerrt. 
10 


American  Academy  of  Otolaryngology  -  Head  and  Neck  Surgery 

Suggested  Questionnaire  for  Use  by  Hearing  Aid  Dispensers  in  Identifying  Need  for  Medical  Referral 


Suggested  questionnaire 
Answer  each  question 


Yes       No         Not 
Sure 


Do  you  have  any  blood  relatives  with  hearing  loss  before  age  40? 

Do  you  have  any  hearing  loss  thai  occurred  suddenly,  such  as  instantaneously  or  over  hours  or  days,  or 

months,  as  oppwsed  to  years? 

Have  you  had  any  dizziness? 

Have  you  had  any  hearing  loss  associated  with  air  travel,  a  blow  to  the  head? 

Do  you  have  any  birth  defect  of  the  head,  neck,  brain,  or  ear? 

Have  you  had  any  ear  surgery? 

Have  you  had  any  foul-smeliing  drainage  from  tfie  ear? 

Have  you  been  tokl  you  have  an  ecir  infection  or  an  ear  cyst? 

Have  you  been  toU  you  have  perforated  or  ruptured  ear  drum  or  a  hole  in  the  ear  drum? 

Do  you  have  or  have  you  ever  had  emy  of  the  following: 

tuberculosis 

syphilis 

HIV  Infection  or  AIDS 

Meniere's  disease 

autoimmune  disorder 

otosclerosis 

Paget's  disease  of  the  bone 

Numbness  or  paralysis  of  the  face 
Do  you  or  itnyonein  your  family  have  Neurofibromatosis  (Von  Recklinghausen's  disease) 


A  hearing  aid  shoukj  not  be  considered  treatment 
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Senator  Cohen.  Thank  you  very  much,  Dr.  Goldstein. 
Dr.  OToole. 

STATEMENT  OF  DR.  THOMAS  OTOOLE,  PRESmENT, 
AMERICAN  SPEECH-LANGUAGE-HEARING  ASSOCIATION 

Mr.  OToole.  Mr.  Chairman,  Fm  Tom  OToole,  President  of  the 
American  Speech-Language-Hearing  Association,  ASHA. 

ASHA  appreciates  the  opportunity  to  submit  testimony  to  the 
Senate  Special  Committee  on  Aging. 

ASHA's  comments  are  made  with  the  support  of  related  audi- 
ology  organizations,  including  the  American  Academy  of  Audiology, 
the  Academy  of  Dispensing  Audiologists,  the  Academy  of  Rehabili- 
tative Audiology,  and  the  Educational  Audiology  Association. 

ASHA  is  the  national  professional,  scientific,  and  credentialing 
organization  for  75,000  audiologists  and  speech-language  patholo- 
gists. The  more  than  11,000  audiologists  who  hold  ASHA's  certifi- 
cate of  clinical  competency  are  hearing  care  professionals  with  a 
masters  or  doctoral  degree,  who  have  met  stringent  academic  and 
clinical  practicum  requirements,  passed  a  national  examination, 
completed  a  supervised  internship  experience,  and  agreed  to  abide 
by  ASHA's  code  of  ethics. 

Audiologists  specialize  in  preventing,  identifying,  and  assessing 
hearing  disorders,  as  well  as  providing  treatment  that  includes  the 
selection,  fitting,  and  dispensing  of  hearing  aids  and  assistive  de- 
vices. 

Audiologists  provide  audiologic  rehabilitation  services  for  chil- 
dren and  adults  with  hearing  loss. 

Audiologic  rehabilitation  refers  to  service  procedures  for  facilitat- 
ing communication  in  individuals  with  hearing  loss. 

I  thank  the  Chairman  for  scheduling  this  important  hearing,  and 
I  also  want  to  acknowledge  the  work  of  the  ranking  Republican, 
Senator  Cohen. 

It  is  my  understanding  that  Senator  Cohen  has  long  been  inter- 
ested in  this  subject,  and  was  instrumental  in  planning  today's 
hearing. 

We  have  particular  concerns  about  quality  hearing  care  service 
delivery  for  persons  over  65  years  of  age.  The  issue  of  proper  hear- 
ing care  for  all  Americans  is  important,  and  for  older  persons  it  is 
crucial. 

The  incident  rate  of  hearing  loss  increases  dramatically  for  older 
persons.  Hearing  aids  and  audiologic  rehabilitation  hold  promise 
for  diminishing  the  isolating  effects  of  hearing  loss  so  that  the  full 
spectrum  of  life's  activities  can  be  enjoyed. 

Our  testimony  focuses  on — one,  the  Food  and  Drug  Administra- 
tion regulations;  two,  State  regulation  of  audiologists;  and  three, 
hearing  aids  and  consumer  education. 

We  applaud  FDA's  plan  to  revise  and  update  its  1977  regulations 
to  reflect  changes  in  the  hearing  care  system  and  to  insure  greater 
consumer  protection. 

We  recognize  that  only  a  small  number  of  individuals  with  severe 
and  irreversible  hearing  loss  can  be  helped  by  current  medical  or 
surgical  intervention. 

We  propose  that  new  regulations  ensure  that  individuals  who  are 
evaluated  for  hearing  aid  candidacy  receive  comprehensive  diag- 
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nostic  audiologic  assessment  to  determine  the  degree  and  type  of 
hearing  loss,  and  ensure  that  appropriate  medical  referrals  are 
made;  and  that  individuals  receive  a  complete  battery  of  measures 
to  gauge  the  appropriate  selection  and  fitting  of  a  hearing  aid  and/ 
or  an  assistive  listening  device;  and  three,  that  the  critical 
audiologic  rehabilitation  and  related  follow-up  care  are  provided. 

Audiologists  have  the  knowledge  and  skills  necessary  to  assess 
the  t3T)e  and  degree  of  hearing  loss,  and  to  refer  for  medical  treat- 
ment. Training  and  evaluation,  fitting,  and  dispensing  of  hearing 
aids  and  other  assistive  devices  is  a  regular  part  of  the  curriculum 
for  graduate  education  in  audiology. 

We  welcome  efforts  by  FDA  to  ensure  that  advertisements  for 
hearing  aids  contain  accurate  information.  Positive  and  truthful 
advertising  will  promote  hearing  aid  use  by  those  consumers  who 
can  benefit  from  professionally  and  properly  fitted  hearing  aids. 

ASHLA.  strongly  believes  that  effective  State  regulation  for  hear- 
ing aid  dispensing  is  in  the  best  interest  of  persons  with  hearing 
loss,  particularly  older  persons  who  are  less  likely  to  recognize  bad 
buying  experiences  and  less  likely  to  complain  when  they  do  recog- 
nize them. 

Currently,  41  States  require  audiologists  to  be  licensed,  and  one 
State  requires  audiologists  to  be  registered. 

ASHA  actively  promotes  licensure  legislation  in  States  without 
such  a  poUcy. 

Without  exception,  licensure  laws  for  audiologists  contain  high 
standards  for  formal  academic  education,  and  supervised  practicum 
experience. 

All  States  require  applicants  to  show  evidence  of  meeting  re- 
quirements based  on  those  necessary  for  the  ASHA  certificate  of 
clinical  competence,  namely  a  masters  or  doctoral  degree  in  audi- 
ology, among  other  requirements. 

State  regulation  of  the  profession  of  audiology  is  characterized  by 
strong  consumer  involvement.  Eighty-seven  percent  of  the  States 
with  audiology  licensure  boards  have  at  least  one  consumer  mem- 
ber, and  often  two  public  members  who  have  full  voting  rights. 

Even  with  strong  consumer  participation.  State  professional  reg- 
ulation is  a  less-than-perfect  system. 

Licensure  laws  need  periodic  revision  to  reflect  current  advances 
in  technology,  minimum  standards  of  appropriate  practice,  and 
clear  delineation  of  unfair  and  deceptive  practices. 

Licensing  agencies  need  stronger  disciplinary  powers  and  they 
must  have  greater  resources  for  enforcement  and  consumer  edu- 
cation. 

Hearing  aids  can  help  millions  of  people  with  hearing  loss  who 
do  not  currently  use  them. 

Potential  hearing  aid  users  need  to  become  more  educated  con- 
sumers, and  they  need  to  know  that  hearing  aids  can  benefit  many 
different  t3T)es  of  hearing  loss. 

They  need  to  know  prior  to  purchase,  what  hearing  aids  can  and 
cannot  do.  They  need  to  learn  about  hearing  care  providers  and  the 
range  of  service  and  products  they  offer.  Tliey  need  to  understand 
the  value  of  audiologic  rehabilitation,  and  obtain  follow-up  care 
that  includes  amplification   orientation,   lip  reading,  counseling, 
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communication  strategies,  and  information  on  related  technology 
and  support. 

Thank  you,  Mr.  Chairman,  for  giving  ASHA  the  opportunity  to 
represent  America's  audiologists  at  today's  hearing.  Our  written 
testimony  contains  specific  recommendations  for  the  Committee's 
consideration. 

We  are  eager  to  work  with  consumers,  policymakers,  service  pro- 
viders, and  manufacturers  to  improve  the  current  hearing  care  sys- 
tem, and  to  better  provide  care  for  people  of  all  ages  with  hearing 
loss. 

[The  prepared  statement  of  Mr.  CToole  follows:] 
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10801  Rockville  Pike  •  Rockville,  MD  20852  •  (301)897-5700 
Introduction 

The  American  Speech-Language-Hearing  Association  (ASHA)  appreciates  the  opportunity 
to  submit  the  following  statement  to  the  Senate  Special  Committee  on  Aging.   We  are 
pleased  that  the  statement  will  be  included  in  the  record  of  these  heitrings  along  with  a 
numt>er  of  documents  we  have  Included  for  your  informabon;  official  policy  statements  of 
the  audiology  associations,  pertinent  research,  ar\6  guidance  on  hearing  services  for 
consumers.  ASHA's  comments  are  made  with  the  support  of  related  audiology 
organizations  that  include  the  American  Academy  of  Audiology,  the  Academy  of 
Dispensing  Audiologists,  the  Academy  of  Rehabilitative  Audiology,  and  the  Educational 
Audiology  Association. 


ASHA  Is  the  national  professional,  scientific,  and  credentialing  organization  for  75,000 
audiologists  and  speech-language  pathologists.  The  more  than  1 1 ,000  audiologists  who 
hold  ASHA's  Certificate  of  Clinical  Competence  in  Audiology  are  hearing  care 
professionals  with  a  master's  or  doctoral  degree  who  have  met  stringent  academic  and 
clinical  pracbcum  requirements,  passed  a  national  examination,  completed  a  supervised 
Internship  experience,  and  agreed  to  eiblde  by  ASHA's  Code  of  Ethics,  which 
Incorporates  the  highest  ethical  principles.  Audiologists  specialize  in  preventing, 
Identifying,  and  assessing  hearing  disorders,  as  well  as  providing  treatment  that  Includes 
the  selection,  fitting,  and  dispensing  of  hearing  aids,  assistive  listening,  and  alerting 
devices.  Audiologists  provide  aural  rehabilitation  services  for  children  and  adults  with 
hearing  loss.  Aural  rehabilitation  refers  to  services  and  procedures  for  facilitating 
adequate  receptive  and  expressive  communication  In  Individuals  with  hearing  loss. 
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I  thank  the  Chairman  for  scheduling  this  important  hearing.  I  also  want  to  acknowledge 
the  work  of  the  ranking  Republican,  Senator  Cohen.  It  Is  my  understanding  that  Senator 
Cohen  has  long  been  interested  in  this  subject  and  was  instrumental  in  planning  today's 
hearing. 

We  are  pleased  that  the  Senate  Special  Committee  on  Aging  has  chosen  to  hold  these 
hearings  because  we  have  particular  concerns  about  quality  hearing  care  service  delivery 
for  persons  over  ^  years  of  age.   The  issue  of  proper  heanng  care  for  all  Americans  is 
important;  for  older  persons,  it  is  crucial.  The  incidence  rate  of  hearing  loss  increases 
dramatically  for  older  persons.    Hearing  aids  and  audidogic  rehabilitation  hold  promise 
for  diminishing  the  Isolating  effects  of  hearing  loss  so  that  the  full  spectrum  of  life's 
activities  can  be  enjoyed.  This  population  has  unique  needs,  however,  with  a  high 
occurrence  of  vision,  motor,  and  cognitive  deficits  in  addition  to  hearing  loss.   These 
factors  must  be  recognized  when  assessing  hearing  and  recommending  treatment  and 
amplification  devices  for  people  over  65  years  of  age. 

Our  testimony  today  will  focus  on  three  major  areas  of  concern  to  the  Committee:  (1)  the 
Food  and  Drug  Administration  regulations  related  to  hearing  aid  devices,  (2)  state 
regulation  of  audiologists  involved  in  dispensing  hearing  aids,  and  (3)  hearing  aids  and 
consumer  education. 

1977  Food  and  Drug  Administration  Regulations: 

Hearing  Aid  Devices  -  Professional  and  Patient  Lat)eling  and  Conditions  for  Sale 

In  1977,  the  Food  and  Drug  Administration  (FDA)  promulgated  regulations  for  the 
conditions  for  hearing  aid  sales  to  address  allegations  of  abuse  in  hearing  aid  sales 
prentices.  Current  FDA  regulations  require  physician  evaluation  to  ensure  that  the 
consumer  receives  appropriate  medical  treatment  when  indicated.  The  requirements  of 
these  regulations  were  well-intended  as  a  means  of  protecting  consumers  and  enhancing 
labelling  information.    However,  the  overwhelming  majority  of  persons  with  permanent 
Irreversible  hearing  loss  cannot  benefit  from  either  medical  or  surgical  Intervention. 

The  Food  and  Drug  Administration  is  taking  important  steps  to  revise  and  update  the 
1977  regulations  and  we  applaud  this  needed  action.   It  is  critical  that  new  regulations 
ensure  that  a)  individuals  who  are  evaluated  for  hearing  aid  candidacy  receive 
comprehensive  diagnostic  audiologic  assessment  to  detemnlne  the  degree  and  type  of 
hearing  loss  and  ensure  that  appropriate  medical  referrals  are  made  wTien  needed,  b) 
individuals  receive  a  complete  battery  of  measures  to  gauge  the  appropriate  selection 
and  fitting  of  a  hearing  aid  and/or  assistive  listening  device,  and  c)  the  critical  audiologic 
rehabilitation  and  related  follow  up  care  are  provided. 
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For  appropriate  delivery  of  core  diagnostic  and  treatment  services,  consumers  must 
receive  care  from  qualified  professionals  knowledgeable  about  technology,  about  its 
applications  to  an  ear  that  has  sustained  permanent  damage,  and  about  tfie  effects  of 
hearing  loss  on  communication  and  quality  of  life.  Audiologists  have  the  knowledge  and 
skills  to  assess  the  type  and  degree  of  hearing  loss  and  refer  for  medical  treatment 
Training  in  the  evaluation,  fitting,  and  dispensing  of  hearing  aids  and  other  assistive 
devices  is  a  regular  part  of  the  curriculum  for  grtuJuate  education  in  audiology.   In 
addition,  ASHA  has  adopted  preferred  practice  patterns  and  polictes  on  best  practice  for 
diagnostic  audiologic  testing,  hearing  aid  selection,  audiologic  rehabilitation,  ar>d  product 
dispensing  that  reflect  quality  care  for  all  persons  receiving  services  from  a  certified 
audidogist  We  anticipate  that,  in  revising  the  1977  regulations  related  to  hearing  aid 
devices,  the  FDA  will  recognize  the  important  role  the  audidogist  plays  in  ensuring  that 
consumers  receive  appropriate  and  comprehensive  services. 

Also,  we  welcome  efforts  by  the  FDA  to  ensure  that  advertisements  for  hearing  aids 
contain  accurate  information.  Audiologists  share  the  FDA's  concern  about  the  effects  of 
advertising  on  the  public's  view  of  hearing  aids  as  an  estimated  three-fourths  of  the 
consumers  who  need  and  can  benefit  from  technological  advances  in  hearing  aid  design 
do  not  utilize  available  services  and  products.  We  hope  that  investigatons  by  the  FDA, 
this  committee,  and  other  agencies  and  orgemizations  will  lead  to  positive  and  truthful 
adverbsing  and  promotion  to  encourage  hearing  aid  use  by  consumers  who  can  benefit 
from  professionally  and  properly  fit  hearing  aids. 

State  Regulation  of  Audiologists 

ASHA  strongly  believes  that  appropriate  and  effective  state  regulation  for  the  dispensing 
of  hearing  aids  is  in  the  best  interest  of  persons  with  heeiring  loss,  and  particularly  older 
persons  who  are  less  likely  to  recognize  bad  buying  experiences  and  less  likely  to 
complain  when  they  do  recognize  them.  Currently,  41  states  require  audiologists  to  be 
licensed,  and  one  state  requires  audiologists  to  be  registered.  ASHA  actively  promotes 
licensure  legislation  in  states  without  such  a  policy.  Additionally,  ASHA  encourages  the 
revision  of  existing  laws  so  that  they  reflect  the  contemporary  practice  of  audiology  and 
technological  advances  in  providing  comprehensive  hearing  Ccire  services  and  products. 
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Without  exception,  licensure  laws  for  audiologists  contain  high  standards  for  formal 
academic  education  and  supervised  practicum  experiences.  All  states  require  applicants 
to  show  evidence  of  nneeting  requirements  based  on  those  necessary  for  the  ASHA 
Certificate  of  Clinical  Competence  in  Audiology — namely,  a  master's  or  doctoral  degree 
in  audiology:  supervised  clinical  practicum;  peesing  a  standardized,  written  national 
examination  in  audiology;  and  a  supervised  postgraduate  professional  experience.  The 
majority  of  states,  however,  also  require  licensed  audiologists  to  obtain  a  hearing  aid 
dealer's  license  to  dispense  hearing  aids.  This  requirement  to  hold  two  licenses  e^id  pay 
two  fees  is  in  effect  even  though  the  academic  and  practicum  requirements  for 
audiologists  far  exceed  those  for  hearing  aid  dealers.  This  dual  requirement  creates  an 
unnecessary  regulatory  burden.   However,  in  13  states  this  burden  has  been  removed 
from  audiologists  and  they  are  permitted  to  dispense  hearing  aids  under  their  audiology 
licensure  laws. 

State  regulation  of  the  profession  of  audiology  is  characterized  by  strong  consumer 
Involvement.   Eighty-seven  percent  of  the  states  writh  audiology  licensure  boards  have  at 
least  one  consumer  member  and,  often,  two  public  members,  who  have  full  voting  rights. 
Arkansas  and  Ohio  require  that  one  of  the  two  consumer  members  be  individuals  who 
are  older  adults.   Maryland  and  Wisconsin  require  one  of  the  two  consumer  members  to 
be  an  individual  with  a  hearing  loss. 

ASHA  acknowledges  that,  even  with  strong  consumer  participation,  state  professional 
regulation  is  a  less-than-perfect  system.   Licensure  laws  need  to  be  updated  to  reflect 
current  practice  and  technology  and  to  include  minimum  standards  of  appropriate 
practice  and  a  clear  delineation  of  unfair  and  deceptive  acts  and  practices.   Licensing 
agencies  need  greater  and  more  varied  disciplinary  powers  and  more  fiscal  and 
personnel  resources  to  sissist  them  in  their  enforcement  efforts.  And,  finally,  all  state 
agencies  regulating  the  provision  of  services  and  sale  of  products  should  take  an  active 
role  in  educating  consumers  on  how  to  make  complaints  and  for  what  reasons. 

Hearing  Aids  and  Consumer  Education 

Of  the  estimated  25.6  million  Americans  who  are  hard  of  hearing  or  deaf,  approximately 
5.8  million  own  a  hearing  aid  (Hearing  Industries  Association-MarkeTrak  III;  1991).  Those 
remaining  people  who  could  enhance  their  communication  abilities  through  use  of 
amplification  either  fail  to  seek  professional  help  or  are  sometimes  inappropriately 
advised  by  primary  care  providers  that  hearing  aids  are  not  that  useful.   Many  of  these 
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people  are  65  years  of  age  or  older.   Our  consumer  focus  group  research  has  shown 
that  there  are  many  reasons  for  people  not  using  hearing  aids.   The  typical  reasons 
include  misinformation  that  their  type  of  hearing  loss  Is  not  severe  enough  or  cannot  be 
helped  by  amplification;  unrealistic  expectations  of  the  benefits  of  hearing  aids;  the  cost 
of  hearing  aids;  and,  the  perceived  stigma  associated  with  hearing  etid  use.   Surveys 
have  Indicated  that  thirty  percent  of  purchasers  of  hearing  aids  stop  using  them  because 
they  do  not  know  how  to  properly  care  for  and  maintain  the  devices  or  use  them 
effectively. 

Without  a  hearing  aid,  communlcection  in  business,  social,  and  family  situations  becomes 
more  difficult   People  with  hearing  loss  may  perform  less  capably  In  these  situations; 
withdraw  from  participation;  and  feel  isolated  from  people  eind  activities  that  once 
provided  personal  satisfaction,  fulfillment,  and  enjoyment. 

We  believe  that  hearing  aids  must  be  provided  as  part  of  a  comprehensive  program  of 
audiologic  rehetbilltation.   Hearing  aids  can  help  millions  of  people  with  hearing  loss  who 
do  not  use  them.  But,  these  potential  users  need  to  become  more  educated  consumers. 
They  need  to  know  that  hearing  aids  can  benefit  many  different  types  of  hearing  loss. 
They  need  to  know  what  hearing  aids  can  and  cannot  do  prior  to  their  purchase.  They 
need  to  learn  about  hearing  care  providers  and  the  range  of  services  and  products  they 
offer.  They  need  to  understand  the  value  of  audiologic  rehabilitation  and  follow-up  care 
after  buying  their  hearing  aids. 

It  is  not  surprising  that  some  hearing  aid  purchasers  report  dissatisfaction  because  they 
expect  hearing  aids  to  eliminate  completely  background  noise  In  ail  listening  situations. 
When  reality  does  not  meet  expectations,  the  consumer  becomes  dissatisfied.  While 
further  advances  in  technology  are  needed  to  assist  in  clarifying  speech  signals  In  the 
presence  of  background  noise,  current  technology  affords  enhanced  listening  capability 
for  the  majority  of  children  and  adults  needing  amplification  when  selection  and  fitting  of 
the  hearing  aid  Is  provided  by  a  qualified  professional.    It  Is  Important  that  an  sippropriate 
hearing  aid  be  selected  that  compensates  for  the  Individual's  specific  hearing  loss  and 
meets  his  or  her  specific  listening  needs.   For  older  persons,  deficits  In  vision,  meinual 
dexterity,  and  cognition  must  be  considered  for  determining  appropriate  treatment 
strategies. 

Audiologlsts  believe  that  the  vast  majority  of  persons  with  hearing  loss  can  benefit  from 
the  technological  advances  that  have  derived  from  the  hearing  aid  Industry's  research 
emd  development  efforts.   Several  studies  that  have  measured  perceived  diseibllity  before 
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and  after  hearing  aid  fitting  Indicate  that  adults  with  hearing  loss  score  less  "disabled" 
following  appropriate  fitting  of  a  hearing  aid  and  counseling  as  to  proper  use. 

A  comprehensive  program  of  treatment  will  promote  an  ongoing  relationship  between  the 
hearing  care  provider  and  the  consumer.   Essenttal  follow  up  care  will  encompass  a 
variety  of  services  Including  amplification  orientation,  lipreadlng,  counseling  on  the  effects 
of  hearing  loss,  communication  strategies,  and  Information  on  related  technology  and 
support  groups. 

Recommendations 

The  following  is  a  list  of  specific  recommendations  we  respectfully  make  to  the  committee 
for  your  consideration  and  further  action: 

■  All  state  hearing  aid  regulatory  bodies  should  have  consumer  members  wnth 
full  voting  rights; 

■  All  state  hearing  aid  regulatory  bodies  should  have  sufficient  resources  to 
effectively  monitor  compliance  with  hearing  aid  laws  and  regulations.  Identify 
non-compliance,  issue  corrective  actions,  and  enforce  appropriate  sanctions; 

■  All  states  should  license  audlologlsts  and  permit  dispensing  of  hearing  aids 
within  the  provisions  of  the  audlology  license; 

■  State  audlology  licenses  should  reflect  contemporary  practices  and  technology 
advances  in  comprehensive  hearing  care  services  and  products  and  require 
the  highest  standard  for  knowledge,  education,  and  skills; 

•    Federal  regulations  should  recognize  audlologlsts  as  autonomous  providers  of 

hearing  care  services,  hearing  aids,  and  related  services; 
••    Federal  agencies  should  have  sufficient  resources  to  perform  compliance 

activities  regarding  regulatory  requirements; 

■  Consumers  with  hearing  loss  should  be  advised  to  use  audiologist's  services 
to- 

o    determine  the  type  and  degree  of  any  hearing  loss; 
o    rule  out  the  need  for  referral  for  medical  intervention; 
o    learn  about  the  appropriateness  of  candidacy  for  hearing  aid  fitting,  benefits 
and  limitations  of  hearing  aids,  and  the  application  of  other  assistive 
listening  devices; 
o    receive  a  hearing  aid  evaluation  ft-om  an  ASHA-certified,  and  where 

applicable,  state-licensed  audlologist; 
o    receive  a  trial  period  of  hearing  aid  use  after  purchase;  and 
o    obtain  appropriate  follow-up  care  and  audlologic  rehabilitation. 
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Hearing  loss  is  the  disability  that  can  be  and  is  often  ignored  unti  the  effects  on  work 
and  social  life  prove  devastating.   It  is  Important  that  we  convey  a  message  that  is 
straightforwctrd  about  the  value  that  heeu'ing  aids  bring  to  maintaining  functional 
independence  emd  enhancing  the  quality  of  life  for  persons  with  a  hearing  loss. 

Again,  thank  you  Mr.  Chairman,  for  giving  ASHA  the  opportunity  to  represent  America's 
audiologists  at  today's  hearing.  We  hope  we  have  contributed  to  a  better  underststnding 
of  the  hearing  care  system,  and  we  are  eager  to  work  with  the  Committee  to  improve  the 
system  for  consumers  of  all  ages  with  hearing  loss.   The  hearing  care  system  can  be 
complex  and  confusing.  We  strongly  believe,  however,  that  by  working  together, 
consumers,  policy  makers,  service  providers,  and  manufacturers  can  improve  the  hearing 
care  system  in  America 
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Senator  Cohen.  Thank  you  very  much,  Mr.  OToole. 

And  now,  Ms.  Robin  Holm,  let  me  once  again  apologize  for  my 
initial  introduction.  It  brings  to  mind  the  admonition  that  one 
should  never  walk  with  his  or  her  head  down,  nor  should  one  ever 
introduce  a  witness  with  his  or  her  head  down.  So  Ms.  Robin  Holm, 
please,  we  welcome  you. 

STATEMENT  OF  MS.  ROBIN  HOLM,  EXECUTIVE  DIRECTOR, 
INTERNATIONAL  HEARING  SOCIETY 

Ms.  Holm.  Thank  you,  Senator,  and  your  apology  certainly  is  not 
necessary. 

My  name  is  Robin  Holm,  and  I  am  the  Executive  Director  of  the 
International  Hearing  Society. 

As  a  former  hearing  instrument  specialist  for  over  20  years,  I  am 
pleased  to  present  this  testimony  on  behalf  of  IHS. 

In  the  interest  of  time,  I  would  like  to  summarize  a  longer  state- 
ment that  I  submit  now  for  the  hearing  record. 

IHS  was  founded  in  1951,  and  represents  the  majority  of  hearing 
aid  specialists  in  the  United  States. 

IHS  members  are  the  leading  providers  of  hearing  testing,  fit- 
ting, repair,  and  counseling  services.  Our  members  include  licensed 
hearing  aid  dispensers,  many  of  whom  are  nationally  certified  by 
the  National  Board  for  Certification  in  Hearing  Instrument 
Sciences,  and  also  dispensing  audiologists. 

We  conduct  programs  of  competency,  accreditation,  specialty 
level  certification,  education,  and  training.  We  provide  a  toll-free 
hearing  aid  help  line  to  give  guidance  to  consumers  and  mediate 
consumer  problems. 

The  issues  raised  today  are  not  new.  They  have  been  examined 
in  various  Congressional  and  regulatory  hearings  since  1962, 

After  thorough  investigations,  concerns  about  marketing  prac- 
tices have  proven  to  be  anecdotal  in  nature,  and  not  substantiated 
by  consumer  dissatisfaction  data. 

Indeed,  despite  the  anecdotal  stories  that  you  have  heard  today, 
the  vast  majority  of  hearing  aid  dispensers  are  honest,  competent, 
and  dedicated  to  serving  their  customers. 

AARFs  own  report  found  that  79  percent  of  their  respondents 
were  satisfied  with  their  providers. 

In  addition,  allegations  that  the  elderly  are  more  complacent  and 
less  inclined  to  complain,  I  personally  find  to  be  insulting,  and  I 
find  them  to  be  without  foundation, 

IHS  members  are  proud  of  their  record.  For  more  than  15  con- 
secutive years,  complaints  about  hearing  aids  or  hearing  aid  pro- 
viders have  been  tabulated  at  less  than  one-half  of  1  percent  of  the 
total  number  of  sales. 

Nevertheless,  we  are  concerned  about  even  one  complaint. 

Can  the  system  be  improved?  We  think  so. 

In  fact,  today  we  will  propose  six  substantial  initiatives  to 
strengthen  the  existing  hearing  aid  delivery  system. 

The  Committee  already  knows  that  over  26  million  Americans 
suffer  from  hearing  impairment,  yet  only  a  fraction  use  hearing 
aids. 

We  must  not  create  additional  unnecessary  barriers  which  will 
dissuade  hearing  impaired  Americans  from  seeking  assistance. 
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Nearly  95  percent  of  all  hearing  loss  cannot  be  corrected,  medi- 
cally or  surgically.  For  those  people,  their  only  answer — their  only 
hope — is  hearing  instrumentation,  assistive  listening  devices,  and/ 
or  some  other  form  of  aural  rehabilitation. 

According  to  the  Food  and  Drug  Administration,  a  hearing  aid  is 
neither  a  dangerous  nor  a  prescriptive  device.  It  is,  however,  one 
of  the  most  heavily  regulated  devices,  and  remains  today  the  only 
device  that  FDA  has  chosen  to  classify  under  its  broader  powers  as 
a  restricted  medical  device. 

Also,  we  know  that  46  States  have  licensing  laws  regulating 
hearing  aid  providers.  IHS  supports  the  aggressive  enforcement  of 
these  laws. 

We  believe,  for  the  most  part,  they  are  good  laws,  but  we  remind 
you  that  an  entire  industry  should  not,  can  not,  and  must  not  be 
tainted  because  certain  individuals  will  violate  any  given  law. 

Hearing  specialists  properly  refer  possible  medical  conditions  to 
physicians.  The  debate  about  the  FDA  waiver,  we  believe,  misses 
the  point. 

The  existence  of  the  waiver  in  a  patient's  file  demonstrates  com- 
pliance with  the  FDA  regulation,  and  not  a  violation  of  those  rules. 

Most  potential  medical  conditions  are  obvious  from  the  patient 
history,  from  observation,  or  from  basic  testing  procedures. 

Both  AAO  and  the  FDA  have  found  that  our  members  and  other 
qualified  providers  are  fully  capable  of  identifying  the  "red  flags'* 
for  medical  evaluation,  and  for  making  appropriate  medical  refer- 
ral. 

IHS  is  pleased  today  to  recommend  the  following  initiatives, 
which  we  believe  will  improve  the  existing  regulatory  scheme: 

First,  we  concur  with  Dr.  Kessler's  comments,  and  we  would  also 
recommend  that  a  standard  battery  of  hearing  evaluation  test  pro- 
tocols be  developed. 

We  also  believe  that  we  must  develop  a  uniform  patient  history 
form. 

Number  three,  we  would  recommend  the  development  of  a  com- 
prehensive model  hearing  aid  dispensing  licensing  statute. 

Four,  we  would  recommend  that  we  require  mandatory  medical 
referral  for  all  patients  presenting  any  of  the  eight  "red  flags." 

Number  five,  we  recommend  that  we  clarify  regulatory  disclo- 
sures currently  in  existence. 

And  number  six,  we  recommend  that  we  evaluate  how  we  can  as- 
sure compliance  with  mail  order  hearing  aid  sales,  or  better  yet, 
eliminate  them  entirely. 

This  package  of  proactive  measures  advanced  by  IHS  will  pre- 
serve the  existing  hearing  health  care  team,  provide  far  greater 
levels  of  consumer  protection,  be  cost  effective,  and  establish  a 
much-needed  standardized  testing  protocol  from  which  each  and 
every  American  experiencing  hearing  loss  will  benefit.  Thank  you. 

[The  prepared  statement  of  Ms.  Holm  follows:] 
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He  appreciate  the  opportunity  to  submit  these  comments  in 
conjunction  with  your  review  of  the  hearing  aid  industry.   Upon 
review  and  evaluation  of  our  industry,  the  Committee  should 
conclude  that,  while  improvements  may  be  desirable  and 
achievable,  hearing  aids  are  valuable  and  effective  devices  which 
provide  benefit  and  satisfaction  to  millions  of  Americans.   The 
Committee  also  will  conclude  that  hearing  instmunent  specialists 
are  critical  and  qualified  members  of  the  hearing  health  teeun. 
In  fact,  there  is  widespread  agreement  that  the  20  million 
hearing  impaired  persons  who  do  not  currently  wear  hearing  aids 
could  benefit  from  their  use. 

The  International  Hearing  Society  ("IHS")  represents  the 
vast  majority  of  traditional  hearing  aid  dispensers  In  the  United 
States.   Our  members  Include  licensed  hearing  aid  dispensers, 
hearing  instrument  specialists  certified  by  the  National  Board 
for  Certification  in  Hearing  Instrument  Sciences  ("NBC-HIS")  and 
many  dispensing  audiologists  certified  by  the  American  Speech- 
Language-Hearing  Association  ("ASHA"). 

IHS,  and  its  predecessor  organizations,  have  represented 
hearing  aid  dispensers  for  over  40  years.   IHS  members  are  small 
business  men  and  women  strategically  located  and  accessible  to 
the  hearing  impaired  public  throughout  the  United  States.   They 
are  located  in  rural  areas,  small  towns  and  major  metropolitan 
centers.   A  large  number  of  IHS  members  are  second  and  third 
generation  hearing  instrument  specialists,  many  with  degrees  in 
audiology. 
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IHS  conducts  programs  in  competency  accreditation,  education 
and  training,  and  promotes  specialty  level  certification  for  Its 
members.   IHS  has  been  an  active  supporter  of  consumer  advocacy 
for  hard  of  hearing  individuals.   For  exaunple,  we  sponsor  and 
promote  a  toll-free  Hearing  Aid  Helpline  which  provides  guidance 
to  the  hearing  impaired,  mediates  consumer  complaints  and  assists 
callers  in  locating  qualified  providers  of  hearing  services. 

The  Committee  has  retjuested  that  IHS  respond  to  several 
issues,  which  we  are  pleased  to  do.  In  conjunction  with  our 
response,  we  have  Included  some  background  Information  on  the 
Industry  that  the  Committee  may  find  useful. 

The  issues  addressed  by  the  Committee  are  not  new.   Since  at 
least  1962,  at  the  impetus  of  advocates  for  the  elderly,  the 
Congress  has  evaluated  allegations  of  abusive  hearing  aid  sales 
practices  in  at  least  five  sets  of  public  hearings.   These 
allegations  were  generally  dismissed  as  anecdotal  and  not 
substantiated  by  consumer  dissatisfaction  data  or  by  complaints 
to  state  consumer  protection  authorities. 

As  recent  as  1985,  the  Federal  Trade  Commission  terminated 
its  extensive  formal  rulemaking  proceedings  after  ten  years  of 
field  hearings,  studies  and  consumer  surveys,  finding  that 
further  regulation  was  not  necessary  or  appropriate.   In  1977, 
the  FDA  classified  hearing  aids  as  the  only  restricted  medical 
device  in  its  history  and  Issued  regulations  governing,  not  its 
pre-market  evaluation  for  safety  and  efficacy,  but  its  labeling, 
promotion  and  sale. 

BACKGROUND 
Hearing  impairment  is  a  major  national  health  problem. 
There  are  over  26  million  Americans  who  suffer  from  loss  of 
hearing.   Only  a  fraction  of  these  Americans  (approximately 
5,000,000)  utilize  hearing  aids.   Unfortunately,  too  many 
Americans  subscribe  to  the  myth  and  misperception  that  hearing 
loss  is  a  stigma  of  aging,  or  more  precisely  of  infirmity,  which 
must  be  ignored  or  disguised.   The  most  serious  problem  faced  by 
the  public  is  ignorance;  Ignorance  about  hearing  loss,  ignorance 
about  the  benefits  of  hearing  aids,  and  ignorance  about  the 
services  and  skills  of  hearing  aid  providers.   IHS  hopes  that 
much  of  the  confusion  and  the  misperception  about  the  hearing  aid 
Industry  will  be  alleviated  by  these  hearings. 
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The  hearing  aid  is  unique  among  medical  devices  and  most 
consumer  health  products.   In  its  most  recent  rulemaking  in  1977, 
the  FDA  specifically  found  that  hearing  aids  were  not  harmful 
devices.   A  hearing  aid  is  neither  a  dangerous  device  nor  a 
prescriptive  product.   It  is,  however,  already  one  of  the  most 
heavily  regulated  devices  in  the  marketplace.   Yet,  the  number  of 
persons  who  will  in  fact  require  medical  or  surgical  treatment  is 
small  in  comparison  to  the  number  of  hearing  impaired  individuals 
who  may  benefit  from  amplification,  according  to  the  FDA.   Among 
adults,  it  is  estimated  by  ASHA  ("How  To  Buy  A  Hearing  Aid")  that 
only  5-10%  of  individuals  with  hearing  problems  have  conditions 
which  are  medically  or  surgically  treatable.   There  is, 
regrettably,  no  medical  or  surgical  treatment  for  the  predominant 
cause  of  hearing  loss  (i.e. .  sensorineural)  among  senior  citizens 
resulting  from  the  aging  process. 

Hearing  aids  have  advanced  from  "hearing  trumpets"  in  the 
early  19th  Century,  to  vacuum  tube  aids  early  in  the  20th  Century 
and  to  transistor  aids  in  the  1950 's.   By  the  1960 's,  a  new 
generation  of  transistors  offered  a  breakthrough  in  the  size  of 
hearing  aids.   As  a  result  of  research  during  the  last  decade, 
hearing  aids  now  contain  transistors  the  size  of  a  pinhead  and 
are  more  powerful  than  any  of  their  predecessors.   Through 
integrated  microchip  circuitry,  these  tiny  transistors  can  focus 
on  specific  frequencies  and  the  proximity  of  sound  to  better  meet 
the  needs  of  the  consumer. 

Hearing  aids  are  commonly  referred  to  as  "in-the-canal" 
("ITC"),  "in-the-ear"  ("ITE")  or  "behind-the-ear"  ("BTE") 
instruments,  depending  on  where  they  are  worn.   State-of-the-art 
technology,  including  active  filters,  directional  microphones, 
and  progreunmable  circuitry,  help  wearers  function  better  in  a 
variety  of  listening  situations. 

During  the  past  five  years,  there  has  been  an  even  more 
rapid  technological  evolution  of  hearing  aids.   Engineers  and 
scientists  are  designing  components  to  deliver  sound  to  the  ear 
that  replaces  lost  or  distorted  cues  which  contribute  to  the 
understanding  of  speech.   The  new  generation  of  devices  will 
change  microphone  direction,  amplifier-type  and  fidelity  of  sound 
to  reduce  background  noise  and  focus  on  speech. 
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Advances  in  digital  technology  have  allowed  for  the 
incorporation  of  new  performance  features  into  analog  hearing 
aids.   Many  manufacturers  are  now  introducing  hybrid 
analog/digital  devices  which  include  low  voltage  integrated 
circuit  technology.   Currently,  digital  processing  allows  the 
wearer  to  program  the  hearing  aid  easily  for  different 
performance  characteristics  depending  on  the  listening 
environment.   Digital  technology  is  also  useful  in  limiting 
acoustic  feedback  and  in  noise-reduction.   Improvements  in 
hearing  aid  sound  quality  continue  to  be  made  with  the  dramatic 
technological  advancements  in  analog  electronics  and  digital 
signal  processing. 

Hearing  aid  dispensers  practice  primarily  through  small 
businesses.   There  are  9,000  dispensers  in  the  United  States  of 
which  approximately  5,300  are  traditional  hearing  aid  dispensers, 
2,200  dispensing  audiologists  in  private  practice  and  2,400 
dispensing  audiologists  in  clinics  and  doctors'  offices. 

A  recent  industry  survey  indicates  that  the  average 
dispenser  purchases  hearing  aids  from  five  to  seven 
manufacturers.   The  same  surveys  indicate  that  most  customers 
(approximately  60%)  are  over  65  years  of  age.   Repeat  purchasers 
and  referrals,  including  from  physicians,  represent  almost  70%  of 
all  sales.   The  ITE  aids  constitute  80%  of  sales  by  all 
categories  of  dispensers.   Pricing  of  hearing  aids  is  very 
competitive.   The  average  price  of  an  ITE  aid  is  $670.   When  sold 
by  hearing  instrument  specialists,  this  price  includes  testing 
and  fitting  fees  in  90%  of  sales.   Testing  and  fitting  fees  are 
included  in  the  price  of  the  instrument  in  55%  of  the  sales  by 
dispensing  audiologists  in  private  practice.   Dispensing 
audiologists  in  clinics  and  doctors'  offices  Include  testing  and 
fitting  fees  in  only  24.5%  of  sales.   Hearing  Instruments.  Vol. 
44,  No.  6.  (1993). 

1.   THE  EXISTING  FDA  REGULATIONS 
Hearing  aids  are  the  only  Class  I  medical  device  whose  use 
is  restricted  by  the  FDA.   The  FDA  promulgated  its  regulations, 
entitled  "Professional  and  Patient  Labeling  and  Conditions  For 
Sale  for  Hearing  Aid  Devices"   (42  Fed.  Reg.  9386,  et.  sea. ) 
("Regulations"),  on  February  15,  1977.   The  Regulations  provide, 
among  other  requirements,  that  prospective  purchasers  must  be 
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advised  that  good  hearing  health  care  requires  that  persons  with 
hearing  loss  have  a  medical  evaluation  by  a  licensed  physician, 
preferably  a  physician  who  specializes  in  diseases  of  the  ear, 
within  six  months  prior  to  the  purchase  of  a  hearing  aid. 
21  C.F.R.  S  801.420.   IHS  believes  that  appropriate  advice  to 
consumers  of  their  best  health  interest  remains  sound  policy. 

The  Regulations  also  provide  that  a  fully  informed  adult  can 
elect  to  forego  or  waive  a  medical  evaluation.   In  these 
circumstances,  a  purchaser  must  sign  a  waiver  form  indicating 
that  he  or  she  does  not  wish  a  medical  evaluation  before 
purchasing  a  hearing  aid,  so  long  as  the  purchaser  is 
specifically  advised,  orally  and  in  writing,  that  his  or  her  best 
health  interest  warrants  a  prior  medical  evaluation. 

In  adopting  the  medical  evaluation  warning  statement  in  1977 

with  an  express  waiver  provision,  the  FDA  noted  in  the  Preamble: 

a  hearing  aid  device  is  not  an  inherently 
dangerous  device  and  that  the  number  of 
persons  who  will  in  fact  require  a  medical  or 
surgical  treatment  is  relatively  small  in 
comparison  to  the  number  of  Individuals  who 
may  benefit  from  amplification.   For  this 
reason  FDA  has  attempted  to  design  a  medical 
evaluation  requirement  to  reflect  the 
practical  and  logistical  problems  of  medical 
evaluation,  the  availability  of  licensed 
physicians,  the  mobility  of  the  hearing 
impaired,  and  the  personal  and  religious 
beliefs  of  those  persons  who  refuse  to 
consult  with  physicians. 

42  Fed.  Reg.  9288. 

As  the  FDA  evaluates  the  potential  future  regulatory 

frcUDeworK  for  the  hearing  aid  Industry,  it  is  essential  that  it 

recognize  that  careful  formulation  of  the  medical  waiver  was  an 

Integral  provision  of  the  original  regulations.   It  was  not  an 

exception,  or  a  "loop-hole",  but  specifically  crafted  to 

recognize  the  Issues  articulated  by  the  Commissioner  In  the 

Preeunble  of  the  Regulations.   The  FDA  also  took  Into  account  the 

fact  that  a  large  percentage  of  hearing  aid  purchasers  are 

previous  owners  and/or  Invariably  have  had  a  prior  medical 

evaluation,  although  not  necessarily  in  the  six  months 

immediately  preceding  the  purchase  of  a  hearing  aid.   42  Fed. 

Reg.  9291-9293.   The  existence  of  a  waiver  form  in  the  files  of  a 

dispenser  demonstrates  compliance,  not  violation,  of  the 

Regulations  or  use  of  an  uncontemplated  "loophole." 
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In  fact,  most  senior  citizens  obtain  medical  evaluations 
regularly.   In  this  regard,  we  are  providing  the  Committee  with  a 
survey  commissioned  by  the  Federal  Trade  Commission  ("FTC")  in 
1985.   (Xttaohmant  A).   The  survey  was  conducted  by  the 
nationally  recognized  research  organization  Market  Facts,  Inc. 
The  survey  reports  on  Table  III-12  that  79%  of  repeat  hearing  aid 
purchasers  had  seen  a  physician  prior  to  their  first-time 
purchase  of  a  hearing  aid.   This  survey,  which  also  reported  a 
high  level  of  consumer  satisfaction  with  hearing  aid  dispensers 
f i.e. .  76%),  was  part  of  the  rationale  for  the  FTC's  termination 
of  its  rulemaking  proceeding  in  1985. 

The  only  other  analysis  of  the  number  of  consumers  who  visit 
their  doctors  or  otherwise  sign  waivers  in  conjunction  with 
hearing  aid  purchases  is  from  the  FDA  itself.   During  the  1991 
hearing  on  Vermont's  request  for  exemption  from  the  Regulations' 
preemption  provision,  the  Boston  Office  of  the  FDA  confirmed  a 
level  of  90%  compliance  with  the  FDA  Regulations  in  that  state, 
after  excluding  records  from  five  dispensers  charged  with 
consumer  fraud.   IHS  knows  of  no  data  establishing  a  significant 
violation  of  FDA  rules,  whether  compiled  by  the  FDA,  state 
licensing  authorities,  consumer  protection  agencies  or  the 
industry's  self -regulatory  procedures. 

The  issues  presented  today  for  reevaluation  by  the  FDA, 
therefore,  were  thoughtfully  considered  through  formal  rulemaking 
in  1977.   The  members  of  the  hearing  health  team  have  been 
identified  fi.e. .  physician,  audiologist,  hearing  instrument 
specialist).   42  Fed.  Reg.  9287.   The  roles  of  each  health 
professional  have  been  reviewed  and  articulated.   The  underlying 
and  basic  findings  of  the  FDA  promulgated  with  the  existing 
regulations  remain  as  valid  today  as  they  were  in  1977.   The  FDA 
did  not  in  1977,  nor  can  it  now,  identify  any  Individual  who  has 
suffered  serious  physical  harm  because  of  the  failure  to  obtain  a 
medical  evaluation  prior  to  the  purchase  of  a  hearing  aid. 

2.   THE  FDA  PROPOSED  NEW  REGULATIONS 
The  FDA's  current  reevaluation  of  its  Regulations  appears  to 
focus  on  the  waiver  of  a  prior  medical  evaluation.   IHS  believes 
that  the  FDA's  focus  is  misplaced.   A  fully  Informed  adult 
clearly  should  not  be  prevented  from  making  purchase  decisions 
regarding  a  device  which  is  not  harmful  or  dangerous. 
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Nonetheless,  IHS  believes  that  the  development  of  a  standard  set 
of  hearing  evaluation  procedures  would  be  more  productive.   By 
developing  reasonable  and  appropriate  test  protocols,  and  a 
uniform  patient  history  questionnaire,  the  FDA  may  in  fact 
simplify  the  existing  regulatory  structure.   A  definitive  test 
procedure  may  more  properly  determine  the  need  for  referral  to  a 
physician  of  the  minority  of  hearing  impaired  Individuals  who 
require  a  medical  evaluation. 

The  American  Council  of  Otolaryngology,  now  the  American 
Academy  of  Otolaryngology  (AAO) ,  developed  a  list  of  specific 
otologic  conditions  which  indicate  potential  medical 
Intervention.   These  conditions  include  patient  history 
Information  (e.g. .   history  of  active  drainage  from  the  ear  within 
the  previous  90  days;  acute  or  chronic  dizziness;  unilateral 
hearing  loss  of  sudden  or  recent  onset)  and  standard  audlometrlc 
tests  f i.e. .  audiometric  air-bone  gap  equal  to  or  greater  than  15 
decibels  at  500  hertz,  1,000  hertz  and  2,000  hertz).   AAO  and  the 
FDA  have  acknowledged  that  hearing  aid  dispensers  are  qualified 
to  identify  these  specific  otologic  conditions.   42  Fed.  Reg. 
9290-9291. 

A  new  regulation  which  delineates  these  basic  test  protocols 
can  provide  additional  assurance  to  all  consumers  that  uniform 
and  appropriate  testing  procedures  will  be  conducted.   IHS 
believes  that  such  a  procedure  would  fully  protect  the  hearing 
impaired  public  while  efficiently  utilizing  the  hearing  health 
care  team.   IHS  would  support  such  a  procedure  and,  if  given  the 
opportunity,  looks  forward  to  working  with  the  FDA  Center  For 
Devices  and  Radiological  Health  to  develop  these  test  protocols. 

3.   PROFESSIONAL  COMPETENCY  STANDARDS 
Professional  competency  and  licensure  to  practice  specific 
professions  historically  have  been  within  the  province  of  the 
states.   Every  state  licenses  medical  doctors,  although  state 
laws  do  not  specifically  regulate  each  medical  subspecialty,  such 
as  otolaryngology.   Audiologists  are  licensed  in  42  states. 
Hearing  aid  dispensers  are  licensed  in  46  states,  with  two  other 
states  (Alaska  and  New  York)  and  the  District  of  Columbia 
requiring  simple  registration  of  hearing  aid  dispensers. 
Massachusetts  and  Colorado  do  not  regulate  hearing  aid  providers. 
Thirty-four  states  have  mandatory  continuing  education 
requirements  for  hearing  aid  dispensers  and  four  states  are 
currently  considering  such  requirements. 
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In  Its  Preamble  to  the  existing  regulations,  the  FDA 
correctly  noted  that  despite  efforts  by  IHS,  ASHA,  and  other 
professional  organizations  to  develop  Dlnlmum  competency 
standards  for  hearing  evaluations,  state  licensing  laws  do  not, 
and  legally  cannot,  condition  licensure  upon  participation  in  a 
private  organization  or  limit  licensure  to  recipients  of 
certification  from  a  private  organization.   42  Fed.  Reg.  9287. 
IHS  acknowledges  that  the  various  state  licensing  laws  are  not 
uniform,  and  some  likely  could  be  strengthened  and  improved. 
Additional  Investigation  and  enforcement  clearly  could  eliminate 
any  lax  professional  practices.   It  is  not  fair  or  accurate, 
however,  to  generally  condemn  as  inadequate  all  state  laws  or 
enforcement  procedures.   Many  states  have  not  allocated  scarce 
resources  to  compliance  investigations  of  hearing  aid  dispensers 
because  the  level  of  consumer  complaints  has  not  indicated  any 
problems.   As  discussed  below,  the  number  of  complaints  filed 
about  hearing  aids  with  state  authorities  or  private 
organizations  such  as  the  Better  Business  Bureaus,  is  among  the 
lowest  of  any  product  category,  on  average  one-half  of  one 
percent  (.5%) . 

IHS  Iselieves  that  any  new  FDA  regulations  should  delineate 
and  encourage  the  states  to  adopt  certain  minimum  levels  of 
experience  and  training,  in  addition  to  specific  test  protocols, 
which  will  advance  a  more  uniform  national  professional 
competency  standard.   The  American  Association  of  Retired  Persons 
("AARP"),  while  critical  of  many  state  licensing  laws,  has 
identified  the  Florida  Hearing  Aid  Licensure  Law  as  an  acceptable 
national  model.   IHS  and  its  Florida  members  proposed  and 
supported  this  law.   It  requires,  among  other  qualifications, 
performance-based  demonstration  of  competence.   Many  other  states 
also  require  that  practitioners  demonstrate  a  performance-based 
level  of  competence  as  part  of  the  licensure  process.   IHS  fully 
supports  these  performance-based  licensing  statutes,  and  will 
work  with  the  FDA  to  develop  recommended  components  for  model 
hearing  aid  licensing  laws. 

Contrary  to  suggestions  by  Commissioner  Kessler  on  Dateline 
NBC,  the  nature  and  level  of  skills  necessary  and  appropriate  for 
hearing  evaluation  and  selection  of  a  hearing  aid  is  not 
synonymous  with  a  post  graduate  degree  In  audiology,  or  any  other 
degree.   There  are  dozens  of  qualified  health  professions  in  the 
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United  States,  licensed  by  states  and  certified  by  independent 
organizations,  who  do  not  have  college  or  post  graduate 
credential  requirements.   Moreover,  public  health  policy  clearly 
demonstrates  that  formal  academic  education  is  not  the 
prerequisite  to  professional  qualification  for  many  roles  in  the 
evolving  health  care  system  of  the  21st  century.   The  President's 
Health  Reform  plan  is  expected  to  underscore  this  point. 

Studies,  surveys  and  reports  by  groups  such  as  the  American 
Medical  Association,  American  Hospital  Association,  American 
Society  of  Allied  Health  Professions,  U.S.  Department  of  Veterans 
Affairs,  National  Institute  on  Aging,  U.S.  Department  of 
Education,  U.S.  Department  of  Health  and  Human  Services,  and  the 
Institute  of  Medicine  have  documented  the  personnel  shortage  in 
allied  health,  and  the  impact  of  such  shortages  on  the  cost  and 
accessibility  to  quality  health  care.   Sse  e.g. ■  Healthy  America: 
Practitioners  For  2005.  PEW  Health  Professions  Commission  (1989). 
Clearly,  the  FDA  should  not  now  seek  to  reverse  this  trend  by 
regulation,  and  thereby  restrict  access  to  quality  care,  unless 
it  demonstrates  a  compelling  need. 

In  this  regard,  it  is  important  to  note  that  while  the  FDA 
is  reevaluating  the  existing  hearing  aid  regulations,  the 
Administration  and  Congress  are  addressing  the  larger  issues  of 
national  health  care  reform.   Two  considerations  are  prominent  in 
every  proposal  and  in  every  debate:   cost  and  accessibility. 
Health  industry  critics  point  to  the  under-utilization  of  the 
lower  cost,  accessible  and  qualified  allied  health  professionals. 
Simply  as  a  matter  of  national  health  policy,  the  FDA  cannot 
reasonably  propose  regulations  which  would  effectively  decrease 
or  limit  the  availability  of  appropriate  health  care  providers 
and  services.   We  hope  and  trust  that  the  FDA  proposals  will 
reflect  a  recognition  of  the  important  psychology  of  the  hearing 
impaired.   It  must  propose  realistic  and  achievable  regulations 
which  promote  easy  access  to  the  maximum  number  of  qualified 
health  professionals  while  maintaining  confidence  in  the 
integrity  and  efficiency  of  the  hearing  aid  delivery  system. 
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A  basic  finding  of  the  FDA  in  1977  remains  true  today: 

The  Conmissioner  recognizes  that  the  accessibility  of 
hearing  aid  services  is  of  great  Importance  to  the 
quality  of  hearing  aid  health  care  services.   The 
hearing  aid  dispenser  is  the  most  accessible  member  of 
the  hearing  aid  health  care  team  and  the  hearing  aid 
dispenser  sees  the  hearing  impaired  person  with  greater 
frequency  than  either  the  physician  or  the  audiologlst. 
For  these  reasons  the  Commissioner  regards  the  hearing 
aid  dispenser  as  an  important  member  of  the  hearing 
health  care  team,  strategically  positioned  within  the 
delivery  system  to  provide  the  hearing  aid  user  with 
essential  services. 

42  Fed.  Reg.  9287  (1977). 

From  IHS'  perspective,  this  debate  is  not,  and  should  not 
be,  a  professional  turf  dispute  between  dispensing  audiologlsts 
and  hearing  instrument  specialists  or  between  audiologlsts  and 
otolaryngologists.   IHS  fully  appreciates  that  audiologlsts  have 
specialized  training  in  the  evaluation  and  rehabilitation  of 
auditory  disorders.   Many  members  of  IHS  are  certified 
audiologlsts.   Audiologlsts  are  specifically  trained  to  perform 
advanced  diagnostic  tests  pursuant  to  the  direction  and 
supervision  of  physicians. 


These  specialized  tests,  however,  are  not  routine,  or  even 
indicated,  for  the  vast  majority  of  hearing  Impaired.   Where 
indicated,  a  physician  would  refer  a  patient  to  an  audiologlst 
for  specialized  tests.   Such  a  patient  initially  would  be 
referred  to  the  physician  by  a  hearing  instrument  specialist  who 
has  detected  any  one  of  the  AAO  list  of  otologic  conditions 
identified  by  the  FDA  in  1977.   The  vast  majority  of  licensed 
hearing  aid  dispensers  is  fully  qualified  to  conduct  appropriate 
hearing  evaluation  procedures. 

Because  of  concern  expressed  in  the  late  1970 's  that  some 
specialists  may  lack  the  skills  necessary  to  accurately  measure 
hearing  loss,  IHS  sponsored  the  establishment  of  the  NBC-HIS  to 
certify  hearing  health  specialists,  including  licensed  dispensers 
and  audiologlsts.   This  organization,  now  Independent  of  IHS, 
developed  an  unbiased  examination  accepted  by  many  states  to 
measure  hearing  health  specialists'  skills  and  award 
certification  to  those  candidates  who  successfully  passed  the 
exam.   Applicants  are  required  to  demonstrate  at  least  two  years 
of  licensed  or  supervised  experience  and  pass  a  national 
competency  exam.   NBC-HIS  is  accredited  by  the  independent 
National  Commission  for  Certifying  Agencies,  which  serves  as  an 
accrediting  body  for  certifying  agencies. 
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Research  involved  in  the  development  of  the  exam  by  NBC-HTS 
included  a  role  delineation  study,  conducted  by  an  independent 
psychometrlclan,  to  determine  the  skills  needed  to  be  a  qualified 
hearing  aid  specialist.   The  first  role  delineation  study  was 
conducted  in  1981.   More  recently,  in  1991,  a  second 
comprehensive  study  was  conducted  by  Ayres  D' Costa,  Ph.D.,  of 
Ohio  State  University. 

Predicated  on  established  survey  methodology,  this  role 
delineation  study  focused  on  dispensers  previously  certified  by 
NBC-HIS,  licensed  hearing  aid  dispensers,  and  dispensing 
audiologists,  typically  members  of  ASHA  or  the  Academy  of 
Dispensing  Audiologists.   The  target  random  sample  providing 
responses  represented  dispensers  certified  by  NBC-HIS  (49%), 
dispensing  audiologists  certified  by  ASHA  (26.6%)  and  licensed 
hearing  aid  dispensers  (23.8%). 

The  study  indicated  that  neither  education  level  nor 
education  field  significantly  predicted  performance.   The  areas 
of  professional  responsibility,  including  problem  identification 
and  hearing  assessment,  were  not  distinguishable  based  upon 
education  or  specific  training  in  the  speech/hearing  field. 
There  simply  is  no  valid  factual  basis  to  conclude  that  the 
experience  and  skill  appropriate  to  qualified  hearing  health 
providers  is  derived  from  classroom  study  or  academic  degrees.   A 
comparison  between  the  ASHA  Preferred  Practice  Patterns  and  the 
NBC-HIS  competency  model  shows  remarkable  consistency. 

Obviously,  there  are  certain  services  and  qualifications 
which  are  unique  to  each  professional  provider.   No  one  but  a 
physician  can  make  a  medical  diagnosis.   On  the  other  hand, 
general  medical  practitioners  often  have  less  specific  knowledge 
about  hearing  impairment,  appropriate  hearing  test  procedures  or 
hearing  devices  than  either  audiologists  or  hearing  instrument 
specialists.   Similarly,  audiologists  often  perform  certain 
diagnostic  tests  at  the  direction  and  supervision  of  physician 
ear  specialists  which  are  not  generally  performed  by  a  hearing 
instrument  specialist  or  necessary  to  determine  the  pariuseters  of 
a  hearing  aid  fitting.   Yet,  experienced  hearing  instrument 
specialists  often  have  more  specific  knowledge  about  the  hearing 
aid  devices  and  ear  mold  technology  than  physicians,  including 
physician  ear  specialists,  and  many  audiologists. 
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The  legal  and  policy  arguments  concerning  whether  a  Class  I 
medical  device,  subject  to  labeling,  advertising  and  disclosure 
requirements,  should  be  prohibited  from  purchase  by  an  informed 
adult  absent  medical  examination  need  not  be  debated  at  this 
point.   The  basic  point  is  that  the  skills,  training  and 
experience  necessary  to  perform.  Interpret  and  evaluate 
appropriate  hearing  tests  are  not  limited  to  any  one  group  of 
providers,  nor  to  providers  who  have  specific  educational 
degrees.   Further,  the  standard  audlometrlc  tests  (and  equipment) 
are  Identifiable,  and  can  be  performed  by  qualified  hearing 
instrument  specialists,  audlologists,  and  physicians  (and  often 
properly  trained  nurses  and  physicians) ;  an  appropriate  consensus 
on  these  standard  protocols  should  be  readily  achievable. 

He  are  confident  that  the  FDA's  new  rulemaking  proceeding 
will  establish,  once  again,  that  the  hearing  aid  Industry  has  a 
unique  array  of  qualified  and  conscientious  providers,  each  of 
whom  has  an  important  role.   IHS  looks  forward  to  cooperating 
with  the  FDA  to  produce  a  balanced  and  effective  regulation  which 
universally  will  assure  an  even  greater  level  of  consumer 
protection  and  confidence  in  hearing  instruments  without 
sacrificing  quality  care  or  a  competitive  marketplace. 

The  hearing-impaired  public,  our  customers,  and  the 
Industry,  need  a  constructive  and  comprehensible  uniform 
regulatory  framework.   This  approach  must  be  designed  to 
eliminate  barriers  to  hearing  health  care  and  educate  and  inform 
the  millions  of  Americans  who  can  and  should  benefit  from  hearing 
amplification.   The  regulations  must  take  into  account  the 
psychology  of  the  hearing  impaired,  be  realistic  and  practical  in 
the  marketplace  and  capable  of  efficient  and  effective 
Implementation . 

3.   ALLEGATIONS  OF  ABUSIVE  SALES  PRACTICES 
Periodically  the  hearing  aid  industry  has  been  subjected  to 
allegations  of  market  abuses.   In  truth  and  in  fact,  these  claims 
have  never  been  substantiated  or  validated.   The  FTC  specifically 
Initiated  a  rulemaking  proceeding  which  sought  to  address  claims 
of  widespread  selling  abuses.   After  nine  years  of  hearings, 
comments,  study  and  an  Independent  survey  by  the  nationally 
recognized  survey  firm  of  Market  Facts,  Inc.,  the  FTC  terminated 
Its  rulemaking  proceeding.   The  1985  Market  Facts  survey, 
commissioned  by  the  FTC,  demonstrated  that  the  overwhelming 
majority  of  hearing  aid  buyers  were  satisfied  with  their 
purchases  and  their  providers. 
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We  understand  that  AARP  has  released  a  new  study,  once  again 
presenting  concern  over  market  practices  by  some  hearing  aid 
dispensers,  and  calling  for  significant  reform.  IHS  has  not  seen 
the  final  AARP  report,  but  was  permitted  to  review  an  earlier 
draft.  We  should  state  at  the  outset  that  IHS  is  concerned  about 
any  allegations  of  market  sales  abuse.  Many  AARP  members  are  our 
members '  customers . 

Because  we  were  understandably  concerned  with  the  draft 
report,  we  retained  a  recognized  expert  to  examine  the 
methodology  of  the  study.   Based  upon  the  draft  report,  IHS  has 
identified  several  areas  of  concern  in  which  the  report  appears 
significantly  flawed  or  draws  conclusions  Inconsistent  with  its 
own  survey  data.   Moreover,  AARP's  conclusions  that  less  than  50% 
of  consumers  reported  satisfaction  with  their  hearing  aids  is 
flatly  contrary  to  three  separate  and  independent  surveys  over 
the  past  three  decades,  discussed  below.   This  conclusion  also  is 
at  odds  with  our  own  experience  with  many  AARP  members.   In  fact, 
70%  of  our  customers  typically  are  repeat  purchasers  or  referrals 
from  our  customers  and  others.   Hearing  Instruments.  Vol.  44,  No. 
6  (1993). 

Nevertheless,  IHS  welcomes  all  constructive  criticism  of  the 
hearing  aid  industry.   Like  every  profession,  the  conduct  of  a 
few  can  unjustly  tarnish  the  dedication  and  commitment  of 
thousands  of  conscientious  providers.   Unfortunately,  anecdotal 
data  can  too  easily  be  extrapolated  to  categorize  the  sales 
practices  of  an  entire  industry.   We  are  again  placed  in  the 
impossible  position  of  refuting  the  patently  erroneous  assumption 
that  dispensers  would  cheat  their  our  own  customers  upon  whom 
they  rely  for  referrals  and  repeat  purchases. 

We  can  assure  this  Committee  that  IHS  members  are  fully 
committed  to  compliance  with  all  federal  and  state  regulations 
applicable  to  the  hearing  aid  industry  and  to  good  business 
practices.   We  believe  that  the  hearing  aid  industry  has  a 
remarkable  and  outstanding  record  of  service  to  the  public  and 
compliance  with  state  and  federal  laws.   However,  no  evaluation 
of  the  hearing  aid  industry's  performance  can  ignore  the 
irrefutable  fact  that  most  Americans  attach  a  stigma  to  hearing 
loss  and  most  potential  purchasers  refuse  or  are  reluctant  to 
accept  their  need  for  hearing  amplification. 
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IHS  has  long  sought  to  work  with  AARP  to  address  its 
concerns  and,  more  importantly,  work  to  assure  that  AARP  members 
obtain  the  best  possible  service.   The  Committee  must  keep  in 
mind  that  dissatisfaction  with  hearing  aids  often  reflects 
nothing  more  than  the  dissatisfaction  with  not  hearing 
"normally."   IHS  members  serve  a  market  where  customers  deny  or 
ignore  hearing  loss.   When  the  hearing  impaired  initially  try 
amplification  they  are  disappointed  that  their  natural  hearing  is 
not  restored  to  the  sane  level  as  when  they  were  sixteen  years  of 
age.   Yet,  despite  this  customer  reluctance,  the  number  of 
complaints  recorded  as  a  percent  of  sales  with  state  licensing 
boards,  consumer  protection  agencies  and  Better  Business  Bureaus 
throughout  the  country  is  among  the  lowest  in  any  consumer 
product  category. 

The  typical  rejoinder  to  this  data,  of  course,  is  that  such 
data  is  not  a  valid  indicator  of  "real"  or  "actual"  complaints. 
As  the  FTC  found,  however,  anecdotal  stories  are  no  substitute 
for  statistical  evidence.   The  Committee  can  take  state 
statistics  or  BBB  statistics  and  multiply  by  a  factor  of  100,  and 
still  find  that  the  hearing  aid  industry  compares  favorably 
against  almost  every  product  category. 

The  most  recent  independent  survey,  conducted  by  Knowles/NFO 
Research  this  year  (Attachment  B) ,  reported,  in  contrast  to  AARP, 
that  74%  of  consumers  report  satisfaction  with  the  ability  of  the 
hearing  aid  to  improve  their  hearing,  while  only  11%  reported 
dissatisfaction.   Seventy-nine  percent  of  purchasers  would 
recommend  a  hearing  aid  to  a  friend,  and  sixty-nine  percent  would 
recommend  the  person  who  fit  the  consumer.   The  draft  AARP  report 
we  were  permitted  to  review  also  noted  that  82%  of  AARP's 
respondents  indicated  that  they  were  satisfied  with  their 
dispenser.   The  Committee  also  will  note  that  the  high  levels  of 
satisfaction  with  hearing  aid  providers  reported  in  the 
Knowles/NFO  survey  contrast  very  favorably  to  satisfaction 
ratings  complied  by  the  Conference  Board  (Oct.  1992)  for  doctors. 


119 


dentists,  contact  lenses,  lawyers.^  This  data  is  entirely 
consistent  with  levels  of  consumer  satisfaction  reported  by 
Market  Facts  in  its  1985  and  1970  surveys. 

It  is  invalid  and  unjustifiable  to  dismiss  this  data 
summarily  by  asserting  than  senior  citizens  are  more  complacent 
or  less  likely  to  complain  that  other  consumers.  We  are  unaware 
of  any  study  which  supports  such  suppositions,  and  any  person  who 
services  senior  citizens  knows  that  any  such  stereotype  is 
totally  invalid  and  insupportable. 

In  focusing  on  allegations  about  our  industry,  we  urge  the 
Committee  to  carefully  consider  whether  a  simple  compilation  of 
information  on  alleged  "complaints"  filed  with  state  licensing 
boards,  or  any  other  agency,  provides  a  valid  basis  to 
extrapolate  generalized  conclusions  about  market  practices. 
Similarly,  fictitious  "shopper"  tactics  are  inherently  suspect. 
Such  tactics  may  be  used  by  television  programs  such  as  Dateline 
HBC  to  sensationalize  a  story.   The  AARP  Report  is  also  based,  in 
part,  on  results  of  "shoppers"  visiting  hearing  aid  providers. 

For  example,  the  Department  of  Commerce  for  the  Commonwealth 
of  Virginia  advised  Dateline  NBC  that  It  had  received  51 
"complaints"  regarding  hearing  aid  specialists  from  1988  through 
1992.   Of  that  number,  only  15  were  found  to  have  reported  an 
apparent  violation  of  the  Code  of  Virginia.   Yet,  even  those 
statistics  are  meaningless  unless  NBC  asked  the  Virginia 
Department  of  Commerce  whether  those  15  violations  were  against 
one  licensed  dispenser  or  15.   Moreover,  over  115,000  hearing 
aids  were  purchased  in  Virginia  during  the  relevant  time  period. 
The  ratio  of  allegations  of  apparent  failures  to  comply  with 
Virginia  regulation  to  sales  in  Virginia  (less  than  .05%)  is  not 
statistically  greater,  and  probably  lower,  than  can  be  determined 
with  respect  to  any  profession  or  Industry. 
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Nevada  reported  to  Dateline  NBC  that  it  received  47 
conplaints  for  the  period  1990  to  1993.   Of  those  complaints,  34 
were  filed  with  respect  to  a  single  office.   Each  of  the 
individuals  at  that  office  who  failed  to  comply  with  Nevada 
regulations  was  sanctioned  by  the  Nevada  regulatory  authorities. 
Dateline  NBC  never  reported  this  fact. 

Similarly,  sending  "shoppers"  into  hearing  aid  specialists' 
offices  to  determine  whether  hearing  test  scores  correspond  to  a 
"benchmark"  test  sponsored  by  another  dispenser,  typically  an 
audlologlst,  is  unreliable. 

First,  it  must  be  noted  that  many  dispensing  audiologlsts 
are  direct  competitors  of  hearing  aid  specialists.   The  NBC-HIS 
Role  Delineation  Study  in  1991,  described  above,  belies  argiunents 
that  im  audlologlst  with  a  masters  degree  is  any  more  qualified 
than  an  experienced  hearing  Instrument  specialist  in  testing  and 
selecting  em  appropriate  hearing  aid. 

Second,  and  more  importantly,  critical  components  of  hearing 
tests  are  very  subjective.   Most  Americans,  as  the  FDA  found 
during  its  proceedings  in  the  1970 's,  refuse  to  recognize  or 
acknowledge  their  hearing  loss  or  to  seek  professional  advice. 
Once  professional  counseling  is  obtained,  a  complete  and  accurate 
evaluation  of  the  nature  and  extent  of  the  individual's  hearing 
loss  is  dependent  on  the  responses  by  the  client.   If  a  client 
actually  hears  the  word  "speed"  and  reports  to  the  tester  that  he 
or  she  heard  the  word  "read,"  a  hearing  or  speech  discrimination 
problem  becomes  potentially  manifest. 

Thus,  sending  "shoppers"  into  hearing  aid  specialists' 
offices  to  determine  whether  hearing  test  scores  correspond  to  a 
"benchmark"  test  is  Inherently  unreliable.   Hearing  evaluation 
procedures,  and  answers  to  a  patient  history  questionnaire,  are 
dependent  upon  the  purchaser's  honest  and  accurate  responses. 

In  Arizona,  for  exeunple,  the  State  Attorney  General  used  a 
"shopper"  to  ascertain  if  dispensers  would  conclude  that  this 
shopper  had  a  hearing  loss  when  a  "benchmark"  test  concluded  that 
she  had  "normal"  hearing  or  otherwise  was  not  a  candidate  for  a 
hearing  aid.   (This  issue  as  to  when  a  person  is  a  "candidate" 
for  a  hearing  aid  Itself  has  engendered  substantial  professional 
debate.) 
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4.   HEARING  AID  PRICES 
Today's  hearing  aids  are  highly  sophisticated  and  fairly 
priced  medical  devices  that  have  benefited  from  the  industry's 
continuing  investment  in  research  and  development  and  commitment 
to  technological  progress.   Hearing  aids  are  available  from  over 
9,000  licensed  providers.   This  highly  competitive  market 
provides  consumers  with  a  wide  range  of  prices,  options  and 
services. 

As  noted,  almost  all  traditional  hearing  instrvusent 
specialists  Include  the  cost  of  testing,  fitting,  Instruction, 
follow-up  care  and  counseling  with  the  price  of  the  hearing  aid. 
Other  dispensers  may  charge  separately  for  testing,  follow-up 
care  and  counseling.   Almost  all  providers  offer  purchase-rental 
options.   When  hearing  aids  are  sold  at  a  "bundled"  single  price, 
almost  the  entire  cost  of  the  instrument  is  refundable,  including 
testing  and  follow-up  care  services.   When  instruments  are  sold 
separately  from  testing  and  follow-up  counseling  services,  only 
the  price  of  the  hearing  aid  is  refundable. 

5.   PRODUCT  PERFORMANCE  CLAIMS 
The  IMS  Code  of  Ethics  and  good  business  practice  require 
truthful  and  accurate  advertising.   IHS  believes  in  the 
importance  of  educating  the  public  about  the  benefits  of  hearing 
aids  and,  along  with  the  entire  Industry,  seeks  to  motivate  those 
who  need  hearing  assistance  to  Invest  in  hearing  aids  with 
greater  confidence  and  realistic  expectations.   Product 
advertising,  and  industry  supported  public  service  announcements 
by  the  Better  Hearing  Institute,  are  the  predominant  source  of 
Information  to  consumers. 

IHS  fears  that  the  FDA  has  embarked  on  an  unreasonably  and 
unduly  restrictive  regulatory  scheme  for  hearing  aid  performance 
claims.   Hearing  aids  dS  help  individuals  hear  better  and  are 
critical  to  the  enjoyment  of  life  by  millions  of  Americans.   Ask 
Bob  Hope,  Arnold  Palmer,  President  Ronald  Reagan,  Phyllis  Diller, 
Bobby  Unser,  Leslie  Nielson  or  Richard  Thomas  —  they  all  suffer 
from  some  type  of  hearing  loss  and  now,  through  BHI,  publicly 
inspire  and  encourage  others  to  benefit  as  they  have  from 
available  hearing  help. 
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IHS  has  documented  that  this  Arizona  "shopper"  filled  out  a 
background  information  form  for  the  various  "target"  dispensers 
wherein  she  indicated  that  she  had  difficulty  hearing  in  certain 
conditions.   Here  these  responses  false?  Here  her  responses  to 
the  "benchmark"  test  procedures  accurate?  The  answers  to 
questions  on  a  case  history  form,  and  responses  to  audiometric 
test  procedures,  obviously  are  essential  factors  in  any 
evaluation  as  to  whether  the  "shopper"  had  "normal",  "moderate", 
or  "severe"  hearing  loss.   It  is  self-evident  that  a  "shopper's" 
responses  would  explain  why  one  dispenser  would  conclude  that  she 
had  a  "moderate"  loss  whereas  another  dispenser  may  have 
concluded,  with  more  accurate  responses,  that  her  hearing  was 
"normal". 

No  one  on  the  hearing  health  care  team  can  seriously  contest 
the  importance  of  consumer  responses  to  patient  histories  and 
test  procedures  in  a  hearing  evaluation.   Unfortunately,  the 
media  and  other  groups  often  seek  to  create  or  document 
controversy.   The  programs  and  reports  understate  or  ignore 
professional  debate  as  to  professional  qualifications,  as  well  as 
legitimate  debates  as  to  the  level  of  hearing  loss  which  may 
benefit  from  hearing  amplification.   Perhaps  professional  debate 
and  turf  issues  are  inevitably  part  of  the  health  care  system. 
However,  the  fact  remains  that  objective  and  independent  data 
corroborate  and  confirm  the  high  level  of  consumer  satisfaction 
with  their  hearing  aid  Instruments  and  providers. 

All  of  the  objective  data  from  state  licensing  authorities, 
BBB  national  statistics  and  Independent  survey  data  cannot  be 
wrong.   IHS  understands  that  certain  hearing  aid  providers  may 
suggest  that  their  services  or  credentials  are  superior  to 
others.   However,  IHS  vigorously  contests  any  such  assertions. 
In  fact  the  hearing  impaired  public  has  a  unique  array  of 
qualified  providers,  and  at  a  time  when  the  Congress  is  seeking 
to  contain  health  care  costs  and  increase  accessibility  to  the 
American  public,  particularly  senior  citizens,  it  would  be 
remarkable  for  FDA  to  exclude  or  allow  states  to  exclude,  either 
directly  or  indirectly,  a  group  of  qualified  providers  such  as 
IHS  members  and  providers  certified  by  NBC-HIS. 
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Everyone  relies  on  his  or  her  sense  of  hearing  for  so  many 
facets  of  life  —  communicating  thoughts  and  ideas,  relaxation, 
entertainment  and  even  safety.   Hearing  loss  effectively  can 
dislocate  individuals  from  their  social,  family  and  employment 
environment.   Hearing  loss  adversely  affects  self  esteem  and  an 
individual's  communicative  ability.   The  FOA  should  not  need 
clinical  testing  to  establish  the  obvious.   Hearing  instruments 
can  and  do  provide  valuable  and  important  hearing  assistance. 
Hearing  instruments  don't  "change"  hearing,  they  access  sound  so 
hearing  impaired  persons  can  more  efficiently  process  it. 

By  itsing  hearing  aids  the  vast  majority  of  the  hearing 

impaired  can  continue  to  lead  productive,  full  and  successful 

lives.   Dr.  Koop  said  it  best  on  the  Todav  Show  on  July  7,  1993. 

I  found  myself  making  inappropriate  responses  to 
questions.   I  was  standing  around  looking  dumb,  because 
I  couldn't  hear.   And  I  think  the  most  important  thing 
for  any  person  who  has  a  hearing  aid  is  to  understand 
what  the  expectations  of  that  might  be.   ...   We 
should  talk  to  the  people  with  whom  they  live,  because 
the  people  in  the  household  of  a  hearing  impaired 
person  are  very  important  to  that  individual's  becoming 
accustomed  to  the  hearing  aid.   ...   I  love  to  change 
the  batteries  in  my  hearing  aid,  because  I  want  the 
public  to  know  that  they  are  no  more  emJjarrassing  than 
wearing  glasses. 

The  present  FDA  initiatives  to  restrict  hearing  aid 
performance  claims  are  regulatory  overkill.  The  FDA  appears  to 
be  on  a  course  which  could  impose  significant  barriers  to 
communication  of  basic  and  important  information  to  hearing 
Impaired  consumers  by  requiring  clinical  data  under  the  FDA's 
comprehensive  510 (k)  process.   Much  of  the  FDA's  new  regulatory 
focus  is  related  to  noise  and  speech  intelligibility,  as  well  as 
any  other  performance  claim.   See  Letter  from  FDA  to 
Manufacturers  regarding  advertising  claims  (Attacbnent  C) .   The 
new  "labeling"  requirements  virtually  eliminate  performance 
claims  and  effectively  dictate  qualifying  statements,  the  effect 
of  which  will  be  that  few  prospective  purchasers  are  likely  to 
overcome  the  preexisting  reluctance  to  seek  hearing  assistance. 

Information  about  expectations  and  performance 
characteristics  of  the  hearing  aid  can  be  communicated 
accurately,  truthfully  and  positively  without  imposition  of  the 
regulatory  pre-clearance  and  onerous  qualifications  demanded  by 
the  FDA.   The  FDA's  directives  effectively  could  prevent  any 
meaningful  communication  to  the  hearing  impaired  out  of  fear  any 
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statement  may  violate  FDA's  edicts.   This  Is  not  In  the  Interest 
of  the  hearing  impaired  public,  and  the  Committee  should  work 
with  the  FDA  to  assure  that  appropriate  information  is  not  being 
unnecessarily  withheld  from  the  consumer  because  of  the 
dramatically  new  position  taken  by  the  FDA.   Indeed,  the  FDA 
should  improve  the  existing  Regulations  by  more  positively  and 
affirmatively  providing  appropriate  information  about  hearing 
aids  and  hearing  aid  providers. 

The  FDA  can,  and  should,  however,  modify  its  Regulations  to 
specifically  address  mall  order  hearing  aid  sales  and  sales  of 
comparable  devices  (such  as  the  "Whisper  2000") . 

6.   CONSUMER  PROTECTION 

A.  Federal 

At  the  federal  level  all  hearing  aid  dispensers  must 
adhere  to  comprehensive  federal  regulations  of  the  FDA  governing 
hearing  aid  sales  practices  and  the  FTC  governing  advertising. 
The  FDA  rules  require  that  a  prospective  purchaser  be  advised  to 
obtain  a  medical  evaluation  of  hearing  loss  within  six  months 
prior  to  obtaining  a  hearing  aid.   Once  informed  of  appropriate 
FDA  disclosures  an  adult  customer  may  sign  a  waiver  in  lieu  of  a 
medical  examination.   A  user  instructional  brochure  containing 
all  relevant  information  must  be  provided  to  prospective 
purchasers . 

Under  the  Federal  Trade  Commission  Act,  the  FTC  can  take 
action  against  companies  for  (1)  false  or  deceptive  advertising, 
(2)  for  any  violation  of  the  Magnuson-Moss  Warranty  Act  and  (3) 
for  violation  of  the  Coollng-Off  Rule  regulating  sales  away  from 
the  regular  place  of  business.   Recently,  the  FTC  filed 
complaints  against  several  dispensing  audlologlsts  for  falsely 
representing  that  audlology  and  hearing  evaluation  tests  were 
reimbursed  by  Medicare. 

B.  State 

State  licensing  laws  have  previously  been  described.   The 
enforcement  budgets  and  complaint  procedures  of  each  state,  of 
course,  vary.   Many  states  have  successful  programs  and  it  is  an 
unfair  and  unreasonable  assertion  that  all  state  programs  are 
ineffective. 
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C.  Dispute  Resolution 

In  addition  to  the  BBB  network,  media  "action  lines",  state 
and  local  consumer  advisory  organizations,  IHS  sponsors  a  toll- 
free  Hearing  Aid  Helpline  (1-800-521-5247),  which  is  available  to 
provide  sources  and  contacts  for  consumers  wishing  to  file 
complaints.   IHS  also  offers  to  mediate  consumer  grievances  in 
■any  Instances. 

D.  Trial  Rental  Options 

Most  hearing  aid  dispensers  offer  and  promote  a  trial  rental 
or  purchase  option  program,  and  prospective  hearing  aid 
purchasers  should  look  for  this  assurance.   At  present  IHS 
believes  that  fourteen  states  (California,  Connecticut,  Kentucky, 
Maine,  Minnesota,  New  Hampshire,  New  York,  Oregon,  Tennessee, 
Vermont,  Virginia,  Washington,  West  Virginia)  and  The  District  of 
Columbia,  have  laws  which  require  a  trial  period  for  all  hearing 
aid  sales.  IHS  promotes  and  supports  market  developed  trial 
rental  options  but  opposes  state  mandated  procedures  because  they 
are  rigid  and  inflexible,  and  can  impede  a  post-fitting 
counseling  program  in  conjunction  with  rental-purchasing  options. 

More  importantly,  mandatory  return  laws  may  force  dispensers 
to  unbundle  the  combined  price  of  the  hearing  aid  and  related 
services.   This  would  have  the  adverse  consequence  of  actually 
Increasing  the  price  of  purchase  options  to  consumers.  Given  the 
wide  availability  of  market  options,  a  government  mandated 
progrzm  would  be  counter-productive  and  effectively  substitute 
high  cost  regulation  for  fully  effective  marketplace  programs. 
Less  than  10%  of  hearing  aids  sold  under  purchase  options  were 
returned . 

Before  completing  the  hearing  aid  purchase,  the  consumer 
should  reach  a  definite  agreement  with  th«  dispenser  about  the 
details  of  the  transaction.   Most  hearing  aid  dispensers  provide 
trial  periods  of  at  least  30  days  in  length.   If  the  hearing  aid 
is  provided  outside  the  dispenser's  place  of  business,  there  is  a 
mandatory  three-day  cooling-off  period.   During  this  cooling-off 
period,  a  refund  is  guaranteed  to  the  consumer  by  FTC 
regulations. 
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Additionally,  manufacturers  provide  a  comprehensive  one-year 
warranty;  some  even  include:   (a)  complete  replacement  if  the 
instrument  is  lost,  stolen  or  damaged  beyond  repair,  (b)  no 
charge  for  repairs  due  to  mechanical  failure  of  any  type  during 
the  warranty  period;  (c)  replacement  of  the  instrument  if 
physical  ear  size  changes;  and  (d)  adjustment  of  the  acoustical 
performance  of  their  instrument  if  the  user's  hearing 
requirements  change.   Many  manufacturers  will  offer  30-day  return 
periods  to  the  dispenser  for  the  price  of  the  hearing  aid,  but 
not,  of  course,  for  the  testing  and  counseling  services. 

7.   VERMONT  PETITION 
In  1990,  the  State  of  Vermont  applied  to  the  FDA  for 
exemption  from  the  federal  regulatory  requirement  that  a  waiver 
be  made  available  to  all  adult  hearing  aid  purchasers.   Vermont 
sought  permission  to  enforce  a  state  law  that  would  require  all 
first  time  hearing  aid  purchasers  to  receive  a  medical 
evaluation.   The  FDA  received  written  comments  from  the  public  on 
Vermont's  petition  and  conducted  an  oral  hearing  on  this  petition 
in  April  1991. 

Virtually  all  public  commenters  testified  against  granting 
Vermont's  petition  on  the  grounds  that  the  state  did  not  present 
adequate  evidence  that  the  waiver  is  being  abused  and,  further, 
had  made  no  effort  to  enforce  existing  FDA  regulations  regarding 
disclosure  of  the  Importance  of  a  medical  evaluation. 
Commissioner  Kessler  recently  indicated  informally  that  he  is 
prepared  to  grant  Vermont's  petition,  possibly  simultaneous  with 
publishing  a  revised  proposed  rule. 

The  Committee  should  urge  Coaimissioner  Kessler  not  to  grant 
the  Vermont  petition.   Approval  of  the  petition  would  adopt  a 
position  flatly  contrary  to  the  FDA's  decisions  on  six  other 
states'  petitions  and  would  come  at  a  time  when  the  FDA  already 
has  announced  a  decision  to  reevaluate  the  entire  federal 
standard . 

CONCmSION 

IHS  greatly  appreciates  the  opportunity  to  submit  these 
written  comments  and  is  prepared  to  discuss  any  of  the  issues 
discussed  herein  or  of  interest  to  the  Committee. 

Herbert  D.  Gorlln   ^^ 
President 

Robin  L.  Holm 
Executive  Director 

International  Hearing  Society 
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ATTACHMENT  A 


A  Description  of  the 
Experiences  of  Recent 
Hearing  Aid  Purchasers 


Presented  to: 

Federal  Trade  Commission 

6th  and  Pennsylvania  Avenue,  N.M. 

Washington,  D.C.   20530 


Presented  by: 

Market  Facts,  Inc. 

1730  Pennsylvania  Avenue,  N.W. 

Washington,  D.C.   20006 


ExscnrivE  sommary 


A  national  sample  of  847  persons  who  identified 
themselves  as  having  purchased  a  hearing  aid  in  the  past  2 
years  was  surveyed  by  mail  in  order  to  obtain  information  on 
their  experiences  in  the  following  areas: 


•  Background  Characteristics:   Length  of 

ownership,  type  of  aid,  and  extent  of  use 

•  Reasons  for  purchase 

•  Who  determined  the  power  and  tone  specifications 

for  the  hearing  aid 

•  Physician  consultation 

•  Pre-purchase  information  and  beliefs 

•  Selection  of  the  seller 

•  TricLl  period  and  warranty  availability  and 

use 

•  Satisfaction  with  the  hearing  aid 

This  summary  highlights  the  major  findings  of  the  study;  a 
more  detailed  analysis  is  presented  in  Chapter  III. 

Respondent  Overview 

Participants  in  the  survey  can  be  summarily  described  as 
follows: 

•  Almost  90%  of  the  hearing  aid  wearers  were  50 
years  old  or  older.  A  majority  (61%)  fell  in 
the  60-79  age  bracket. 

•  Sixty-five  percent  of  the  hearing  aids 
purchased  in  the  past  two  years  by  survey 
respondents  were  the  wearer's  first  hearing 
aid".   Thirty-two  percent  were  replacement 
aids,  and  5%  were  additional  aids  purchased 
for  the  other  ear. 
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Porty-six  percent  of  the  hearing  aids  no3t 
recently  purchased  by  respondenls  were 

L"o^her^fs."^  ^''^  *  y^^'   "^^^^^  the  sarvev. 
Another  45%  were  purchased  1-2  years  prior  " 

indicfjrn*^'^"'^  '*  °^   ^^^    respondents  had 

^df^,^fH  ?,""'"'  questionnaire  but 
inaicated  2-3  years  on  the  actual 
questionnaire. 

Seventy-one  percent  of  the  respondents  wear  one 
hearing  aid  while  29%  wear  two" aids.   Sixty-six 
percent  wear  "in  the  ear"  aids,  and  3  3%  wear  the 
"over  the  ear"  type.   Almost  all  aids  were 
purchased  new  (98%)  rather  than  used  or 
reconditioned. 

Seventy  percent  of  the  wearers  wear  t.he  hearing 
aid  most  or  all  of  the  time.   Alnost  two-thirds 
(64%)  wear  them  more  than  25  days  per  month,  and 
61%  wear  them  more  than  8  hours  per  day  on  the 
days  the  aid  is  worn. 


Reasons  for  Purchase 


The  types  of  hearing  problems  prompting  respondents  to 
get  hearing  aids  are  reviewed  below: 

•  Forty-six  percent  of  the  respondents  said  the 
hearing  problem  was  diagnosed  as  sensorineural 
only.   Eleven  percent  cited  both  conductive  and 
sensorineural  problems,  and  8%  said  the  problem 
was  conductive  only.   Thirty-five  percent  did 
not  know  the  diagnosis  of  their  hearing 
problem. 

•  Four  hearing  difficulties  were  cited  by  a 
majority  of  respondents  as  strongly  apolvina  to 
them  prior  to  purchasing  a  hearing  aid.   Seventy 
percent  said  having  to  ask   people  to  repeat 
themselves  strongly  applied  to  them  while  61% 
mentioned  having  a  hearing  test  that  revealed  a 
problem  as  strongly  applying.   Also  mentioned  as 
strongly  applying  to  them  by  a  majority  of 
respondents  were  not  being  able  to  hear  in 
crowds  or  at  parties  (58%)  and  friends  or 
relatives  complaining  about  their  hearing  (51%) 

Pre-ourehase  Information  and  Beliefs 


Respondents  were  asl<ed  about  their  sources  of 
information  on  hearing  aids  as  well  as  their  beliefs  about 
what  the  hearing  aid  would  accomplish.   The  results  are 
summarized  below. 


The  most  commonly  mentioned  sources  of 
information  on  hearing  aids  were  audiologists 
(45%),  physicians  (42%  -  mostly  ear 
specialists),  and  dealers/salespersons  (35%) 

Most  respondents  appear  to  have  obtained 
information  on  hearing  aids  from  the  person  from 
whom  they  purchased  the  aid.   A  majority  of  the 
persons  who  bought  from  each  of  these  types  of 
sellers  (physicians,  audiologists,  and  others) 
mentioned  that  source  as  supplying  them  with 
information. 

Almost  all  respondents  believed,  prior  to 
purchasing,  that  hearing  aids  would  probably 
make  it  possible  to  understand  normal 
conversations  (92%)  and  would  probably  improve 
hearing  (90%).   Sixty-nine  percent  thought  the 
hearing  aid  would  probably  make  it  possible  to 
distinguish  voices  and  sounds,  especially  in 
crowds.   The  fraction  of  respondents  who  thought 
the  aid  would  possess  these  characteristics  and 
for  whom  this  was  important  in  the  purchase 
decision  was  somewhat  smaller  in  each  case  - 
91%,  88%,  and  65%,  respectively. 
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Less  than  one-third  of  the  respondents  thought 
the  hearing  aid  probably  would  restore  normal 
hearing  (30%)  and  provide  minimal  hearing  for 
profound  deafness  (31%).   Even  fewer  thought  it 
would  stop  deterioration  of  hearing  (14%)  or 
cure  nerve  damage  (4%).   The  fraction  who 
thought  the  aid  would  possess  these 
characteristics  and  for  whom  this  was  iaportant 
in  the  purchase  decision  was  28%,  26%,  12%,  and 
2%,  respectively. 


Physician  Consultation 

A  primary  concern  of  the  study  was  the  extent  to  which 
physicians  were  consulted  by  purchasers  of  hearing  aids. 
Questions  were  asked  as  to  whether  physician  exams  were 
recommended,  whether  they  occurred,  and  whether  physicians 
who  were  seen  made  recommendations  concerning- the  hearing 
aid. 

•  Forty-two  percent  of  the  respondents  reoortsd 
seeing  or  hearing  something  t.hat  suggested  that 
they  see  a  physician  prior  to  purchasing  a 
hearing  aid.   Twenty-five  percent  of  all 
respondents  said  that  the  seller  of  the  hearing 
aid  recommended  a  physician  exam. 

•  Sixty-four  percent  of  the  respondents  actually 
saw  a  physician  about  the  hearing  problem  prior 
to  purchasing  the  most  recent  hearing  aid.   Of 
these,  92%  said  they  consulted  an  ear 
specialist,  and  15%  mentioned  a  general 
practitioner/internist.   Those  whose  most  recent 
hearing  aid  was  a  first  aid  were  significantly 
more  likely  to  have  consulted  a  physician  prior 
to  purchase  (72%)  than  were  those  whose  most 
recent  aid  was  a  replacement  (51%)  or  an  aid  for 
a  second  ear  (48%). 

•  Nearly  all  (94%)  of  the  persons  who  consulted  a 
doctor  did  so  before  ever  seeing  t.he  person  from 
whom  the  hearing  aid  was  purchased.   Sixty-one 
percent  of  t.hose  who  saw  physicians  did  so  less 
than  three  months  prior  to  purchasing  the 
hearing  aid. 

•  Eighty-two  percent  of  the  respondents  who  saw  a 
physician  said  the  doctor  recommended  a  hearing 
aid.   Thirty-two  percent  said  a  'specific  seller 
was  recommended,  and  28%  received  model 
recommendations  from  the  physician. 


Determination  of  Power  and  Tone 


Findings  related  to  the  determination  of  power  and  tone 
for  hearing  aids  appear  below. 

•  Fifty-three  percent  of  the  respondents  received 
the  determination  of  hearing  aid  specifications 
from  an  audiologist,  while  33%  cited  hearing  aid 
dealers/salespersons,  and  13%  mentioned 
physicians . 

•  Seventeen  percent  of  the  respondents  said  the 
examination  for  power  and  tone  was  done  in  the 
home.   Where  the  determination  was  made  by 
someone  other  than  a  physician  or  audiologist, 
the  incidence  of  this  phenomenon  was  36%. 
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Sixty-three  percent  of  the  hearing  aid  wearers 
reported  receiving  a  recommendation  of  a 
specific  brand  of  hearing  aid  from  the  person 
who  determined  the  specifications  for  the 
hearing  aid.   Fifty-one  percent  heard 
recomTiendations  of  specific  sellers  of  hearing 
aids  frcra  the  person  who  fit  them.   Audiologists 
and  dealers/salespersons  were  more  likely  t.han 
physicians  to  make  brand  and  seller 
recommendations . 


Selection  of  Seller 

The  major  findings  on  the  process  through  which  hearing 
aids  are  purchased  are  summarized  below: 

•  The  majority  (55%)  of  hearing  aid  purchasers 
bought  t.heir  aid  from  a  dealer  or  salesperson 
other  than  an  audiologist  (38%)  or  physician 
(6%). 

•  Most  (80%)  of  the  respondents  contacted  only  one 
seller  of  hearing  aids.   Among  those  who  did 
contact  more  than  one,  the  reasons  given  for 
doing  so  included  finding  a  better  aid  for  the 
hearing  problem  (50%),  finding  a  better  price 
(36%),  finding  a  seller  closer  to  home  (22%), 
and  availability  of  a  trial  period  (19%). 

•  Most  hearing  aid  purchasers  initially  contacted 
the  seller  by  either  calling  then  on  the 
telephone  (36%)  or  walking  into  an  office  (31%). 
Twelve  percent  were  contacted  by  a  seller  after 
sending  in  a  card.   Of  these,  88%  expected  to  be 
contacted  upon  sending  the  card.   Less  than  1% 
of  the  respondents  said  they  purchased  the  aid 
from  a  seller  who  came  to  their  home  without 
calling. 

•  Nearly  one-third  (32%)  of  the  respondents  gave 
no  single  primary  reason  for  selectina  the 
seller  they  chose.  Fourteen  percent  mentioned 
an  audiologist 's  recommendation,  and  10%  cited 
the  recommendation  of  a  physician  as  a  primary 
reason. 

•  Reasons  deemed  most  important  for  the  selection 
of  the  particular  hearing  aid  were  availability 
of  a  warranty  (94%  very  or  somewhat  important), 
availability  of  a  trial  period  (8-J%), 
audiologist ' s  recommendation  (85%)  and 
reoutation  of  hearino  aid  dealer/salesserson 
(79%). 

•  The  price  for  one  hearing  aid  ranged  from  less 
than  SlOO  to  S1400.   The  mean  price  was  S47S  and 
the  median  5464.   The  mean  price  for  two  aids 
was  S932  and  the  median  S945. 

•  Only  15%  of  the  respondents  said  hearing  aid 
costs  were  covered  all  or  in  part  by  some  for."a 
of  insurance.   Of  those  who  were  covered,  52% 
said  insurance  covered  the  entire  cost  of  the 
hearing  aid. 

Trial  Period  and  Warranty  Availability  and  Dse 

A  summary  of  the  findings  on  the  availability  of  trial 
periods,  the  conditions  on  their  use,  and  the  availability  of 
warranties  is  presented  below. 
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Sixty-four  percent  of  the  hearing  aid  purchasers 
were  offered  a  trial  period  with  their  purchase 
while  20%  reported  that  they  were  not,  and  16% 
did  not  know.   Persons  purchasing  the  hearing 
aid  within  a  year  prior  to  the  survey  (70%)  were 
more  likely  to  have  been  offered  trial  periods 
than  those  whose  purchases  were  made  one  to  two 
years  (59%)  or  two  or  more  years  (65%)  prior  to 
the  survey.   There  were  no  significant 
differences  in  trial  period  availability 
according  to  whether  the  respondent  resides  in  a 
state  requiring  trial  periods. 

Of  those  that  were  offered  a  trial  period,  71% 
were  told  of  the  trial  period  by  the  seller 
without  having  to  ask.   Only  3%  of  those  offered 
a  trial  period  said  the  hearing  aid  would  have 
cost  more  with  the  trial  period  than  without. 
The  mean  price  reported  for  one  aid  was 
virtually  the  same  for  those  purchasing  wit."!  a 
trial  period  ($483)  as  for  t.hose  purchasing 
without  a  trial  period  ($482).   For  two  aids, 
the  mean  price  reported  by  those  who  did  not 
receive  trial  periods  ($996)  was  significantly 
higher  than  the  mean  price  reported  by  those  who 
received  trial  periods  (S897). 

Thirty-five  percent  of  the  respondents  said  they 
would  have  been  willing  to  pay  a  higher  price 
for  the  hearing  aid  in  order  to  receive  a  trial 
period.   Those  for  whom  a  trial  period  was 
available  were  significantly  more  likely  (42%) 
to  express  this  willingness  than  were  those  for 
whom  a  trial  period  was  not  available. 

Of  those  who  were  offered  a  trial  period,  93% 
received  a  trial  period  with  the  purchase. 
Fifty-nine  percent  of  these  said  the  trial 
period  lasted  3  0  days  or  less.   Twenty-two 
percent  did  not  know  the  length  of  the  trial 
period. 

Of  those  who  reported  receiving  a  trial  period 
24%  said  they  would  have  had  to  try  another  aid 
from  the  same  seller  as  a  condition  of  the 
trial.   Eight  percent  said  they  would  have  had 
to  attend  training  sessions  on  the  use  of  the 
aid,  and  3%  said  they  would  have  been  required 
to  obtain  a  doctor's  letter  saying  the  aid  was 
not  suitable  in  order  to  return  the  aid  for  a 
refund. 

Concerning  the  type  of  refunds  associated  with 
trial  periods,  45%  of  t.he  respondents  said  they 
would  have  received  a  100%  refund  if  t.hey  had 
returned  the  aid  during  the  trial  period.   The 
most  common  charge  that  was  not  refundable  was 
that  for  earmolds,  the  mean  cost  of  which  was 
S41. 

Seventy-seven  percent  of  the  respondents  who 
received  trial  periods  said  the  hearing  aid 
performed  as  expected  during  the  trial  period. 
Of  the  23%  who  said  t.he  aid  did  not  perform  as 
expected,  69%  mentioned  the  problem  of 
amplification  of  unwanted- noises  while  42% 
mentioned  discomfort  from  wearing  the  aid. 
Mentioned  by  about  one-third  of  those  not 
satisfied  during  the  trial  period  were 
difficulty  hearing  in  crowds  (35%),  feedback 
from  the  hearing  aid  (34%),  and  difficulty 
hearing  telephone  conversations  (32%). 

Ten  percent  of  the  respondents  who  received 
trial  periods  returned  the  hearing  aid  during 
the  trial  period.   Fifty-one  percent  of  these 
either  received  another  aid  and  kept  it  or  got 
an  adjust-ment  on  the  original  aid.   Forty-four 
percent  returned  the  original  hearing  aid  and 
received  a  refund,  and  5%  returned  the  original 
aid  for  a  second  one  which  was  also  returned. 
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Cuscamer  Satisfaction 

Findings  on  the  respondents'  degree  of  satisfaction  both 
with  the  seller  and  the  hearing  aid  are  reviewed  below. 

•  Of  the  respondents  who  believed  the  aid  would 
perform  in  this  way  and  to  whom  this  belief  was 
important  in  the  purchase  decision,  95%  said  the 
hearing  aid  somewhat  or  definitely  made  it 
possible  to  understand  normal  conversations,  and 
94%  said  the  hearing  aid  somewhat  or  definitely 
improved  their  hearing.   Eighty-two  percent  said 
the  aid  somewhat  or  definitely  made  it  possible 
to  distinguish  voices  and  sounds  especially  in 
crowds,  and  79%  said  it  somewhat  or  definitely 
restored  normal  hearing. 

•  Seventy-six  percent  of  the  respondents  said  they 
would  return  to  the  same  seller  were  they  to  buy 
another  hearing  aid.   Those  buying  from 
audiologists  were  most  likely  to  say  they  would 
return  (81%)  followed  by  those  buying  from 
physicians  (78%)  and  other  sellers  (72%).   The 
most  common  reason  given  for  both  returning  and 
not  returning  was  quality  of  service. 

•  Eighty-four  percent  of  the  respondents  said  they 
were  satisfied  with  the  ability  to  hear  With  the 
hearing  aid.   Though  most  respondents  in  all 
subgroups  examined  were  satisfied,  those 
expressing  the  highest  levels  of  satisfaction 
were: 

-  Those  whose  power  and  tone  specifications 

were  determined  by  physicians  or 
audiologists 

-  Those  purchasing  from  audiologists 

-  Those  whose  examinations  were  performed 

outside  the  home 

-  Those  who  consulted  physicians  prior  to  the 

first  or  most  recent  purchase 

-  Those  who  purchased  the  aid  with  a  trial 

period 

•  Among  the  10%  expressing  dissatisfaction,  the 
problems  most  commonly  mentionea\  were 
amplification  of  unwanted  noise  (74%), 
inability  to  hear  in  crowds  (67%),  having  to  ask 
people  to  repeat  themselves  (51%)  and  feedback 
from  the  hearing  aid  (54%).       \ 

D.    Phvsician  Consultation 

Another  primary  concern  of  the  study  was  the  extent  to 
which  hearing  aid  purchasers  consult  with  physicia^ns  prior  to 
purchasing  hearing  aids  and  the  impact  of  consultaoion. 
Respondents  were  thus  asked  whether  they  had  seen  on  heard 
anything  suggesting  that  they  get  a  physician's  examination 
prior  to  purchasing  a  hearing  aid,  whether  the  person  who 
sold  them  the  aid  recommended  seeing  a  physician,  and 
whether,  in  fact,  they  saw  a  physician  before  purchasing  the 
hearing  aid. 

As  indicated  in  Table  III-ll,  42%  of  the  respondents 
affirmed  exposure  to  some  suggestion  of  a  physicicin  exam 
while  46%  said  they  experienced  no  such  exposure,  and  12% 
could  not  recall  whether  they  had  seen  anything  suggesting  an 
exam.   All  respondents  were  then  asked  whether  or  not  the 
seller  of  the  hearing  aid  recommended  a  physician  examina- 
tion, and  25%  indicated  that  the  seller  did  recorairend  seeing 
a  physician.   Physicians  (29%)  and  audiologists  (29%)  were 
mentioned  slightly  more  often  than  other  types  of  sellers 
(23%)  as  having  recommended  exams,  but  this  difference  is  not 
significant  at  the  95%  confidence  level. 


if 
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Table  III-12  indicates  that  64%  of  the  respondents 
actually  saw  a  physician  about  their  hearing  problem  before 
purchasing  the  most  recent  hearing  aid.   Among  those  whose 
most  recently  purchased  hearing  aid  was  their  first  hearing 
aid,  72%  consulted  a  physician  prior  to  purchase  while  51%  of 
those  whose  most  recent  purchase  was  a  replacement  aid  and 
48%  of  those  whose  most  recent  purchase  was  an  aid  for  a 
second  ear  consulted  a  physician  prior  to  purchase.   Amona 
those  respondents  who  had  purchased  a  hearing  aid  prior  to 
the  most  recent  one,  79%  reported  seeing  a  physician  about 
the  hearing  problem  before  buying  the  earlier  aid.   Of  these 
respondents  who  saw  a  physician  prior  to  purchasing  an 
earlier  first  hearing  aid,  57%  reported  seeing  a  physician 
prior  to  purchasing  the  most  recent  aid  as  well.   In 
contrast,  eunong  those  who  purchased  an  earlier  aid  without  a 
physician  consultation,  24%  saw  a  physician  before  purchasing 
the  moat  recent  aid. 

As  to  the  type  of  doctors  consulted  about  the  hearing 
problem,  most  respondents  who  saw  a  physician  prior  to  the 
most  recent  purchase  indicated  that  they  saw  ear  specialists 
(92%)  as  opposed  to  general  practitioners/internists  (15%). 
Obviously,  some  respondents  saw  both  types.   For  those  who 
saw  a  doctor  prior  to  an  earlier  purchase,  88%  described  the 
doctor  as  an  ear  specialist,  and  15%  said  they  consulted  a 
general  practioner/internist. 

As  shown  in  Table  III-13,  nearly  all  (94%)  of  the 
respondents  who  saw  a  physician  prior  to  purchase  did  so 
before  their  initial  contact  with  the  seller.   Eleven  percent 
reported  seeing  the  doctor  after  being  in  contact  with  the 
seller;  thus,  some  respondents  must  have  consulted  the  doctor 
both  before  and  after  seeing  the  seller.   A  plurality  of 
respondents  (41%)  consulted  with  the  physician  less  than  one 
month  before  purchasing  the  hearing  aid.   An  additional  20% 
reported  physician  consultations  1-3  months  prior  to 
purchase,  and  11%  saw  a  doctor  3-6  months  before  buying  the 
hearing  aid.   Nineteen  percent  reported  doctor  visits  more 
than  6  -months  previous  to  purchasing  the  hearing  aid. 

Respondents  who  consulted  with  physicians  prior  to 
purchasing  their  most  recent  hearing  aid  were  asked  if  the 
physician  recommended  that  they  get  a  hearing  aid  and  if  the 
physician  suggested  a  particular  nodel  or  seller  of  hearing 
aids.   The  results  of  this  item  are  presented  in  Table 
III-14.   Host  (82%)  of  the  respondents  who  saw  physicians 
about  the  hearing  problem  were  told  that  they  should  purchase 
a  hearing  aid.   However,  only  28%  received  a  recotimendation 
of  a  specific  model  of  hearing  aid,  and  only  32%  recalled 
hearing  a  suggestion  of  a  specific  seller  from  the  physician. 
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TABLE  III-U 

RECOMMENDATION  OF  PHYSICIAN  EXAMINATION 

% 
See  or  Hear  Anything  Suggesting  Physician  Exam? 

Yes  42 

No  46 

Don't  recall  12 

(BASE)  (829) 


Qu.  10:  Before  purchasing  your  (or  the  wearer's)  current  hearing  aid,  had  you 
seen  or  heard  anything  that  suggested  a  physician  examination  is 
reconnended  prior  to  purchasing  a  hearing  aid? 


Seller  Recommend  Physician  Exam? 

Yes 

No 

Don't  recall 

(BASE)  (814)       (38)       (270)     (410) 

♦Percentages  may  add  to  more  than  100*  due  to  rounding. 


Qu.  11:  Did  the  person  from  whom  the  current  hearing  aid  was  bought  ever 
recommend  seeing  a  physician  about  the  hearing  problem? 


Type  of 

Seller 

Total 

Physician 

X 

Audiologist 
% 

Other 

% 

25 

29 

29 

23 

67 

63 

66 

68 

8 

8 

6 

10 
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TABLE  1 1 1-13 
TIMING  OF  PHYSICIAN  CONSULTATION 

When  Physician  Was  Seen  % 

Before  seeing  person  from  whom  aid  was  purchased  94 

After  seeing  person  from  whom  aid  was  purchased  11 

(BASE)  (505) 

•Percentages  add  to  more  than  lOOX  because  multiple  responses  were  accepted. 

Qu.  7:  Did  you  (or  the  wearer)  see  the  physician  before  or  after  seeing  the 
person  from  whom  you  purchased  the  current  hearing  aid. 


How  Long  Before  Purchase  Was  Physician  Seen? 

Less  than  1  month  41 

1  month  to  less  than  3  months  20 

3  months  to  6  months  11 

Longer  than  6  months  19 

Don't  remember  10 

(BASE)  (505) 


♦Percentages  do  not  add  to  100%  due  to  rounding. 

Qu.  8:  How  long  before  actually  purchasing  the  current  hearing' aid  did  you  (or 
the  wearer)  visit  a  physician  about  the  hearing  problem? 


I 
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TABLE  II I -14 

RECOMMENDATIONS  PROVIDED  BY  PHYSICIAN 

A  Hearing  Aid?  % 

Yes  82 

No  15 

Can't  recall  3 

(BASE)  (475) 

A  Soecific  Model  of  Hearino  Aid 

Yes  28 

No  67 

Can't  recall  5 

(BASE)  (376) 

A  Specific  Seller  of  Hearing  Aids 

Yes  32 

No  64 

Can't  recall  4 

(BASE)     -  (381) 


Qu.  9:  Did  the  physician  recommend  any  of  the  following  to  treat  the  hearing 
problem? 
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Introduction 

A  number  of  studies  have  sought  to  access 
consumer  perceptions  of  hearing  aids.  This 
paper  reports  on  a  survey  taken  in  1984  and  on 
research  conducted  by  Knowles  Electronics 
in  1991. 

Overall,  consumers  give  high  marks  to  hearing 
aids.  They  feel  that  they  generally  are  satisfied 
virith  hearing  aids  and  that  their  quality  of  life  is 
enhanced  by  hearing  aid  use. 


.TC  Study 

The  most  recent  government  sponsored  study  in 
the  U.S.  on  consumer  satisfaction  with  hearing 
instruments  was  conducted  on  behalf  of  the 
Federal  Trade  Commission  (FTC)  in  1984  by 
Market  Facts,  a  market  research  firm.  The  FTC 
study  was  conducted  among  847  hearing 
instrument  owners  who  reported  their  hearing 
instruments  were  two  years  or  less  in  age. 
Responses  were  confined  to  respondents  who 
held  specific  beliefs  about  what  the  hearing 
instrument  was  capable  of. 

The  ratings  given  by  this  sub-population  of 
hearing  instrument  owners  were  outstanding: 

■  84%  indicated  they  were  very  satisfied  or 
somewhat  satisfied  with  the  ability  to  hear 
with  the  hearing  instrument;  only  10%  were 
dissatisfied  with  the  hearing  instrument. 

■  76%  indicated  they  would  return  to  the 
dispenser  to  purchase  their  next 
hearing  instrument. 


Biography 

Dr  Sergei  Kochkir  is  Director  of  Market 
Development  and  Market  Research  for  Knowles 
Electronics,  Inc.,  Itasca,  Illinois;  a  Board  member 
on  the  Better  Hearing  Institute  and  a  member  of 

the  Collaborative  Marketing  Committee. 


■  95%  indicated  the  instrument  made  it  possible 
(somewhat/definiteIy)to  understand  normal 
conversation. 

■  94%  said  it  improved  (somewhat/definitely) 
their  hearing. 

■  82%  said  it  helped  them  distinguish  sounds 
and  voices  in  crowds  (somewhat/definitely). 

■  79%  said  it  restored  their  hearing 
(somewhat/definitely). 

knonles/\FO  Researcii 

In  October  1991,  a  short  screening  survey  was 
mailed  to  80,000  members  of  the  National  Family 
Opiruon  Panel  (NFO).  The  NFO  panel  consists  of 
households  that  are  balanced  to  the  latest  U.S. 
census  information  with  respect  to  market  size, 
age  of  household,  size  of  household  and  income 
within  each  of  the  nine  census  regions,  as  well  as 
by  family  versus  non-family  households,  state 
(with  the  exception  of  Hawaii  and  Alaska),  and 
the  nation's  25  largest  metropolitan  statistical 
areas. 

This  screening  survey  helped  identify  more  than 
13,000  households  with  at  least  one  person 
indicating  a  hearing  difficulty.  In  December  1991, 
extensive  surveys  were  sent  to  3,000  hearing 
instrument  owners  and  3,000  non-owners  with  a 
hearing  difficulty.  The  data  for  this  paper  is 
based  on  usable  survey  returns  from  2,323 
hearing  instrument  owners. 

This  study  asked  respondents  to  indicate  the 
impact  the  product  had  on  their  quality  of  life 
and  whether  or  not  they  would  recommend 
hearing  instruments  to  friends,  repurchase  their 
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current  brand,  return  to  their  dispenser  and  the 
extent  to  which  the  product  was  worn.  In 
addition,  using  a  "very  satisfied,  satisfied, 
neutral,  dissatisfied,  very  dissatisfied"  scale, 
respondents  rated  hearing  instruments  on  42 
factors. 

The  table  documents  46  measures  of  consumer 
satisfaction  with  hearing  instruments  in  the  U.S. 
market.  In  addition,  the  last  column  in  the  table 
shows  the  ratio  between  satisfied  consumers  and 
dissatisfied  consumers. 

(herall  Satisfaction 

58%  of  current  hearing  instrument  owners 
reported  that  overall  they  are  satisfied  or  very 
satisfied  with  their  hearing  instrument;  20% 
report  they  are  dissatisfied.  Satisfaction  ratings 
are  however  sigruficantly  related  to  the  age  of  the 
hearing  instrument  (data  not  shown).  Owners 
with  one  year  old  hearing  instruments  report  a 
66%  satisfaction  rating  and  a  12%  dissatisfaction 
rating.  This  can  be  compared  to  5  year  old 
hearing  instruments  (56%o  satisfied/19% 
dissatisfied)  and  10  year  old  hearing  instruments 
(48%  satisfied/29%  dissatisfied). 

Consumer  Experiences 

Similar  to  the  1984  FTC /study  the  industry 
received  high  marks  as  evidenced  by  the 
following  consumer  attitudes /behaviors: 

■  Nearly  8  out  10  owners  would  recommend  a 
hearing  instrument  to  a  friend  with  a 
hearing  loss. 

■  Approximately  7  out  of  10  owners  would 
recommend  a  specific  dispenser. 

■  Two  out  of  three  consumers  would  repurchase 
their  current  brand. 

■  65%  report  that  hearing  instruments  have 
significantly  improved  the  quaUty  of  their  life; 
less  than  7%  report  their  hearing  instrument 
has  not  improved  the  quality  of  their  life. 

■  12%  of  owners  never  use  their  hearing 
instruments. 

Comparing  the  extremes  of  satisfaction  (very 
satisfied,  very  dissatisfied — analysis  and  data  not 
shown),  the  very  satisfied  individual  is: 

■  12  times  more  likely  to  repurchase  their 
current  brand. 


■  nearly  4  times  more  likely  to  genencallv 
endorse  hearing  instruments, 

■  nearly  7  times  more  likely  to  recommend  the 
dispenser  who  fit  their  hearing  instrument. 

^iuisiiiciloii  Miii  Jviinna 
ns{runu':u3 

Consumer  satisfaction  wfith  ten  hearing 
instrument  product  features  and  nine 
performance /value  factors  are  next  shown  in  the 
attached  table.  With  respect  to  product  features, 
nearly  8  out  of  10  consumers  report  satisfachon 
with  fit  and  comfort  of  the  hearing  ir«trument; 
less  than  8%  report  dissatisfaction.  Similarly 
high  ratings  were  received  for  hearing 
instrument  size,  appearance,  visibility  and  ease 
of  volume  adjustment.  Product  features  receiving 
ratings  in  the  60%  range  include:  packaging, 
frequency  of  cleaning,  warranty,  and  ease  of 
battery  change.  The  lowest  rated  product  feature 
was  on-going  expense  (49%). 

With  respect  to  product  performance,  nearly  9 
out  of  10  consumers  are  satisfied  with  battery  life 
and  7  out  of  10  with  product  reliability.  Nearly 
3  out  of  4  consumers  report  satisfaction  with  the 
ability  of  the  hearing  instrument  to  improve  their 
hearing  while  only  ll%i  report  dissatisfaction. 
Approximately  half  of  the  owners  believe  that 
sound  quality  and  the  ability  to  localize  direcHon 
are  satisfactory.  The  most  severe  ratings  are 
given  to  whistling/feedback/buzzing 
(38%  safisfaction/33%  dissatisfachon)  and  the 
ability  to  use  the  hearing  instrument  in  noisy 
situaHons  (28%  satisfaction/47%  dissatisfaction). 
Noteworthy  is  the  perception  by  only  slightly 
more  than  half  of  the  respondents  that  hearing 
instruments  have  satisfactory  value.  In  the 
survey,  we  specifically  defined  the  term  value  for 
the  consumer  as  "performance  versus 
money  spent". 

Satisfaction  in  Listening 
En}ironments 

Consumers  were  asked  to  rate  their  level  of 
satisfaction  in  10  listening  situations  from  one- 
on-one  communication  to  large  groups.  Nearly  9 
out  of  10  owners  report  satisfaction  with  hearing 
instruments  in  one-on-one  communication  and 
7out  of  10  while  watching  TV.  However, 
satisfaction  ratings  decline  dramatically  as  a 
function  of  the  complexity  (noisiness)  of  the 
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listening  environment  with  large  group 
environments  receivmg  the  lowest  ratings 
(25%  satistaction/49%  dissatisfaction). 

A  device  that  improves  hearing  in  limited 
situations  is  predicted  to  result  in  lower 
satisfaction  ratings,  lower  repurchase  rates,  and 
more  negative  "word-of-mouth"  advertising. 
In  a  more  detailed  segmentation  analysis  of  our 
data,  we  have  found  strong  associations  between 
satisfaction  and  the  variety  of  listening 
environments  in  which  the  consumer's  hearing 
was  improved.  Considering  the  segment  of 
consumers  who  experience  improved  hearing  in 
no  listening  environment  (8.8%  of  owners),  they 
report  an  overall  satisfaction  rating  of  only  6%. 
This  should  be  compared  to  the  13.6%  of  owners 
reporting  satisfaction  in  all  10  rated  listening 
situations;  their  satisfaction  rating  was  91.5%. 
Forty  percent  of  the  current  hearing  instrument 
owner  market  report  satisfaction  in  70%  of  the 
listeiung  environments  measured  in  this  study. 
Their  combined  overall  satisfaction  rating  is  8i6%. 
Clearly  this  industry  has  the  technology  and  the 
skill  to  achieve  80-90%  satisfaction  ratings. 

Satisfaction  nitli  Dispenser  Senice 

Consumer  satisfaction  with  twelve  measures  of 
dispenser  service  are  next  shown  in  the  attached 
table.  The  ratings  given  to  dispensers  are 
outstanding.  All  but  two  of  the  ratings  are  close 
to  90%^  satisfaction  ratings.  Nearly  8  out  of  10 
consumers  are  satisfied  with  the  dispenser's 
explanation  of  what  to  expect  from  hearing 
instruments  and  post-purchase  service.  Less  than 
7%  of  consumers  are  dissatisfied  with  the 
dispenser's  explanation  of  what  to  expect  from 
hearing  instruments.  One  can  infer  that 
dispensers  are,  in  general,  providing  realistic 
expectations  to  consumers. 

ijonclusions 

This  study,  using  more  stringent  measures  than 
the  previous  U.S.  study  conducted  on  behalf  of 
the  FTC,  demonstrates  that  the  industry,  its 
product,  and  the  dispenser  receive  high  ratings  as 
reflected  by  likelihood  of  repurchase,  returning  to 
the  dispenser  and  endorsing  hearing  instruments 
to  friends  and  relatives.  Less  than  7%  of  owners 
indicate  the  product  has  not  improved  their 
quality  of  life.  Roughly  6  out  of  10  consumers 
report  overall  satisfaction  with  the  hearing 
instrument  compared  to  2  out  of  10  dissatisfied. 
However,  dissatisfaction  ratings  for  newer 
product  are  more  in  agreement  with  the 
1984  FTC  study. 


The  data  clearly  show  where  the  hearing  aid 
industry  is  doing  a  good  job  in  satisfving  hearing 
instrument  owners  and  where  it  could  improve. 
Areas  needing  improvement  from  the  consumers' 
perspective  (based  on  the  correlation  between  the 
overall  rating  and  detailed  ratings)  are.  perceived 
value,  product  reliability,  the  vanety  of  listenmg 
environments  in  which  their  hearing  instruments 
improve  hearing,  sound  qualitv  and  on-going 
expense. 

It  would  be  useful  to  compare  hearing 
instrument  satisfaction  ratings  to  other  relevant 
products  or  services  outside  of  the  industry. 
Recent  research  on  consumer  perceptions  of 
value  for  various  services  and  products  were 
published  by  the  Conference  Board  (October, 
1992).  Using  a  "good",  "average",  "poor"  value 
scale,  the  following  ratings  were  achieved: 
Doctor's  fees  (9.5%  good  value/46.5%)  poor 
value),  dentist  fees  (9.5%  good  743.2%.  poor), 
prescription  drugs  (21.7%  good/39.1%  poor), 
eyeglasses  (19.4%  good/  27.8%  poor),  contact 
lenses  (14.4%)  good/27.4%c  poor),  lawyer's  fees 
(4.6%  good/59.8%)  poor),  and  hospital  charges 
(4.8%  good/64.6%  poor).  While  the  results  are 
not  directly  comparable  because  of  the  different 
measurement  scales,  in  the  Knowles  study,  52% 
of  heanng  instrument  owners  indicated  that  they 
were  satisfied  with  the  value  they  received  from 
their  instrument;  22%  were  dissatisfied  with  the 
value.  Hearing  instruments  receive  more  than 
twice  as  many  "good  value  (satisfied)"  ratings  as 
"poor  value  (dissatisfied)"  ratings.  This  finding 
should  be  compared  to  the  measurements  taken 
by  the  Conference  Board,  where  "poor  value" 
ratings  consistently  exceed  "good  value"  ratings 
sometimes  by  a  factor  as  high  as  13  negatives  per 
positive  response  (e.g.  hospital  fees). 

The  1984  FTC  study  and  the  1991  Knowles 
Electronics  study  indicate  a  high  level  of 
satisfaction  with  hearing  aids.  The  surveys  also 
indicate  that  consumers  feel  hearing  aids 
improve  their  quality  of  life. 

The  surveys  identify  a  number  of  areas  in  which 
satisfaction  can  be  enhanced.  Compared  to 
consumer  satisfaction  with  other  products,  the 
hearing  aid  industry  seems  to  be  doing  very  well 
in  meeting  consumer  expectations  and  providing 
products  that  satisfies  its  customers. 


marketing  Edge  3 
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Senator  COHEN.  Thank  you  very  much,  Ms.  Holm. 

You  indicated  in  your  statement  that  these  issues  are  old;  they've 
been  around  a  long  time,  since  the  1960's,  and  that  much  of  the 
information  is  smecdotzd. 

You  were  in  the  audience  when  we  had  the  Deputy  Attorney 
General  from  West  Virginia  testify.  Would  you  say  that  his  experi- 
ence, or  his  State's  experience,  with  the  certain  dealer  in  Charles- 
ton was  anecdotal  or  based  upon  allegations  which  were  sub- 
stantive enough  to  proceed  against  that  particular  dealer? 

Ms.  Holm.  Oh,  I  think  it's  unfortunate  that  actions  weren't 
taken  even  sooner  in  that  particular  case. 

I  believe.  West  Virginia  is  an  example  of  a  licensing  law  that  is 
working  well.  We've  been  involved  in  that,  and  we're  pleased  with 
our  activities. 

Senator  Cohen.  But  you  would  agree,  it's  more  than  anecdotal. 

Ms.  Holm.  In  that  case,  certainly.  But  that's  only  one  case,  Sen- 
ator. 

Senator  CoHEN.  Well,  I  understand 

Ms.  Holm.  Yes. 

Senator  Cohen.  I  have,  for  example,  a  letter  from  a  large  hear- 
ing aid  retailer  who  wrote  in  response  to  Vermont's  petition  for  ex- 
emption. 

The  company  officials  from  this  national  retailer  stated  the  fol- 
lowing: 

We're  concerned  about  Mddespread  qviality  problems  in  the  hearing  aid  industry. 

Despite  some  recent  efforts  of  self-regulation,  the  hearing  aid  indiistry  remains 
plagued  with  inadequate  professional  standards,  minimal  regulation,  and  a  high 
level  of  fraud  and  abiise. 

Some  States  have  absolutely  no  requirements  for  those  entering  the  field,  others 
reqtiire  a  minimxun  registration  fee  or  basic  examination.  But  most  States  have  no 
inspection  of  facilities  or  review  of  the  calibration  of  testing  equipment. 

No  programs  relative  to  quality  control  exist  in  any  State. 

How  do  you  respond  to  this  particular  dispenser's  statements? 

Ms.  Holm.  If  I  understand  the  question — are  you  asking  me  if 
most  States  don't  have 

Senator  COHEN.  This  retailer  is  saying  some  States  have  no  re- 
quirements for  entering  the  field,  while  others  have  a  very  mini- 
mum requirement. 

Ms.  Holm.  Well,  46  States  have  licensing  statutes,  and  I  think 
most  of  them  require  a  competency  examination.  Thirty-four  re- 
quire that  the  licensee  demonstrate  continuing  education  before  re- 
newal of  the  license. 

I  think,  most  of  the  States — I'm  not  sure  of  the  exact  number, 
but  most  of  them  require  that  their  equipment  be  calibrated  every 
year  to  assure  that  it  is  accurate. 

Am  I  answering  your 

Senator  Cohen.  That's  fine.  That's  your  statement  for  the  record. 

Can  I  ask  you  what  your  feeling  is  about  door-to-door  sales  or 
mail  order  sales?  Is  that  something  that  your  association  supports 
and  recommends? 

Ms.  Holm.  We  have  a  long  record  with  FDA,  relative  to  mail 
order  sales,  and  also  sale  of  personal  amplification  devices  that  are 
similar  to  hearing  aids,  but  seem  to  be  evading  the  FDA  regulation. 
We  are  opposed  in  both  instances. 
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We  agree  with  Dr.  Kessler.  We  believe  that  every  hearing  im- 
paired American  should  have  a  complete  comprehensive  hearing 
evaluation  prior  to  the  fitting  of  a  hearing  aid. 

Senator  Cohen.  Thank  you. 

Dr.  Goldstein,  Dr.  OToole,  I'm  confused  by  your  statements. 

On  the  one  hand,  Dr.  Goldstein,  I  think,  in  a  letter  to  Dr. 
Kessler,  you  said,  'Tou  should  go  to  a  physician  first." 

And  as  I  understand,  Dr.  O  jToole,  your  testimony  is  that  not  all 
physicians  are  qualified  to  make  the  kind  of  examination  that  is 
necessary. 

Who  do  you  go  to  first? 

I  am  a  person,  let's  say,  hypothetically,  who  has  a  hearing  prob- 
lem. Do  I  see  a  physician  first,  or  do  I  go  to  an  audiologist  first? 

Dr.  Goldstein.  Well,  let  me  say  that  we  feel  strongly  that  at 
some  point  before  you  receive  that  hearing  aid,  you  should  have  an 
exam  by  a  physician  knowledgeable  in  diseases  of  the  ear. 

Now,  you  don't  go  to  a  physician  necessarily  to  have  the  hearing 
test. 

You  know,  I  know  a  few  otolaryngologists  who  are  so  compulsive 
that  they  wouldn't  believe  a  hearing  test  unless  they  did  it  with 
their  own  hands,  but  most  otolaryngologists  employ  or  have  some 
other  working  arrangement  with  an  audiologist. 

I  agree  completely  with  Dr.  OToole's  remarks  about  the  training 
and  competency  of  audiologists  to  perform  sophisticated  hearing 
tests. 

I  hope  he  would  agree  with  me  that  audiologists  are  not  trained 
to  make  medical  diagnoses  or  evaluate  a  patient  from  a  medical 
point  of  view. 

Senator  Cohen.  What  you're  saying  is  that  if  you  went  to  the 
physician,  that  physician  normally  would  have  a  trained 
audiologist  that  he  or  she  could  refer  that  person  to. 

What  Dr.  OToole  is  saying  is  if  you  went  to  the  audiologist  first, 
he'd  probably  refer  you  back  to  a  physician  for  an  examination. 

I  think  that  you  made  a  statement  about  how  cost  should  not  be 
the  driving  factor  involved  in  this  kind  of  a  decision. 

But  cost  is  a  driving  factor.  We're  talking  about  a  national  health 
care  reform  debate  that's  about  to  take  place,  if  not  today,  with  the 
Republican  task  force's  introduction  of  its  measure  at  least  later 
with  President  Clinton's  on  September  22.  So  cost  is  a  very  impor- 
tant factor. 

What  we  have  to  decide  is,  who  do  we  go  to  first?  What  do  we 
tell  the  people  who  are  watching  out  there  in  the  country;  what 
should  they  do  first? 

They've  got  a  problem,  they  see  an  ad.  We  know  that  we  should 
be  somewhat  skeptical  of  claims  made,  and  that  we  ought  to  go  to 
the  professionals  and  find  out  do  I  have  a  hearing  impairment  that 
can  be  surgically  corrected?  Is  it  a  tumor,  perhaps,  that  needs  to 
be  excised?  Is  it  something  less  serious  than  that,  but  can  be  cor- 
rected by  using  a  hearing  device? 

What  do  we  recommend  to  the  people? 

Dr.  OToole,  you  say  audiologists  first,  physicians  second. 

Dr.  Gk)ldstein,  I  guess,  you  don't  really  care,  as  long  as  he  gets 
to  a  physician  at  some  point  before  the  use  or  purchase  of  that  de- 
vice. 
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Dr.  Goldstein.  That's  correct,  sir.  Yes. 

Dr.  O'TOOLE.  Senator,  the  1977  Food  and  Drug  Administration 
regulations  did  list  warning  signs  that  trigger  immediate  referral 
to  a  physician.  We  expect  audiologists  to  take  heed  of  these  warn- 
ing signs. 

For  example,  if  the  consumer  has  a  history  of  active  drainage 
from  the  ear  within  the  past  90  days,  or  acute  or  chronic  dizziness, 
or  a  unilateral  hearing  loss  of  sudden  or  recent  onset  within  the 
previous  90  days — ^these  are  things  already  outlined  in  the  1977 
Food  and  Drug  Administration  regulations.  We  believe  that  these 
warning  signs  put  audiologists  on  the  alert  that,  indeed,  there  are 
situations  where  the  client  ought  to  be  referred  immediately  to  a 
physician  specializing  in  diseases  of  the  ear. 

Senator  Cohen.  Of  the  41  States  that  require  audiologists  to  be 
licensed,  which  State  do  you  think  has  the  best  licensure  law?  And 
what  should  we  look  to  for  a  model? 

Dr.  OTOOLE.  Probably  the  States  of  Arkansas  and  Florida,  both 
have  fairly  comprehensive  laws. 

Based  on  our  analysis  of  14  audiology  laws,  which  include  the 
dispensing  of  hearing  aids  as  a  legally  permissible  service,  we  feel 
that  the  statute  and  rules  and  regulations  of  Florida  and  the  rules 
and  regulations  of  Arkansas  are  the  most  descriptive  and  complete 
in  terms  of  assurances  to  consumers  of  amplification  services  and 
products.  The  other  28  licensure  laws  for  audiologists  do  not  in- 
clude hearing  aid  dispensing  under  the  audiology  scope  of  practice 
and,  therefore,  licensed  audiologists  who  dispense  must  obtain  a 
concomitant  hearing  aid  dealer's  license  and  for  the  most  part  meet 
the  requirements  necessary  to  obtain  that  license.  This  is  a  signifi- 
cant problem  for  the  audiology  community  which  I  submitted  pre- 
viously to  the  Special  Committee. 

We  also  analyzed  hearing  aid  dealers'  licensure  laws  from  49  ju- 
risdictions, including  48  States  and  the  District  of  Columbia.  We 
believe  that  the  Idaho,  and  Minnesota  statutes  are  among  the  most 
complete  and  specific  laws  relative  to  protections  afforded  potential 
consumers  of  hearing  aids.  They  also  contain  unique  features  gen- 
erally absent  from  other  laws.  For  example,  Idaho  specifically  de- 
Hneates  the  content  and  requirements  of  the  training  program  for 
applicants.  Minnesota  law  imposes  a  surcharge  on  licensure  fees  to 
fund  a  consumer  education  center  and  requires  all  hearing  aid  pur- 
chase contracts  to  be  written  in  plain  language. 

I  would  be  remiss,  however,  if  I  did  not  point  out  that  licensure 
laws  are  only  as  effective  as  the  enforcement  mechanism  and  re- 
sources which  support  them.  This  was  mentioned  in  our  written 
testimony  and  in  the  report  submitted  by  the  AARP,  and  I  would 
like  to  reiterate  this  message:  All  state  hearing  aid  regulatory  bod- 
ies need  stronger  disciplinary  powers,  and  they  must  have  greater 
personnel  and  fiscal  resources  to  assist  them  in  enforcement  and 
consumer  education. 

Senator  Cohen.  Thank  you  very  much. 

Ms.  Holm,  I  don't  want  to  make  a  major  case  out  of  this,  but  I 
was  struck  by  your  reference  to  anecdotal  evidence,  because  that 
suggests  that  perhaps  this  is  just  some  people  complaining  without 
any  substance. 
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I  noticed  that  in  your  written  testimony,  you  state  that  the  Bos- 
ton office  of  the  FDA  confirmed  a  level  of  90-percent  compliance 
with  FDA  regulations  in  the  State  of  Vermont,  after  you  exclude 
the  records  from  five  dispensers  who  were  charged  with  consumer 
fraud. 

As  I  understand  it,  the  FDA  only  audited  11  facilities,  so  if  you 
take  the  five  out  who  were  charged  with  fraud,  that's  almost  half 
the  total  of  those  that  they  examined. 

Ms.  Holm.  I  thought  it  was  only  three — perhaps  I'm  confused, 
and  I'd  like  to  apologize.  I  don't  want  to  minimize  the  importance 
of  consumer  complaints. 

I  guess,  we  were  focusing  more  on  the  AARP  report.  They  de- 
scribed their  report  as  being  anecdotal  in  nature.  I  apologize. 

Senator  COHEN.  Well,  thank  you  all  very  much.  What  we  have 
tried  to  demonstrate,  or  at  least  extract  out  of  this  hearing,  is  the 
fact  that  there's  a  major  problem  with  hearing  loss.  That  as  we're 
growing  older  and  living  longer,  more  and  more  people  are  going 
to  need  assistance.  That  all  of  us  want  to  see  to  it  that  the  devices 
that  are  marketed  to  the  American  consumer,  measure  up  to  the 
claims  that  are  made  by  the  manufacturer  and/or  distributor  of 
that  device.  That  those  people  who  are  employed  in  the  dispensing 
of  the  equipment  itself,  are  well-trained  and  do  not  engage  in  the 
kind  of  abusive  sales  tactics  that  are  directed  toward  a  more  vul- 
nerable segment  of  our  society,  or  are  allowed  to  go  unchecked.  And 
that  there  be  an  opportunity  for  consumers  to  have  their  rights 
protected  through  various  State  licensing  boards,  and  enforcement 
and  oversight. 

That  really  is  the  objective,  and  whether  we  go  to  a  physician 
first,  and  an  audiologist  second,  or  to  the  audiologist  first,  and  the 
physician  second,  I  think  it  has  become  clear  to  me  that  what  we 
want  to  do  is  discourage  abusive  forms  of  over-the-counter,  mail 
order,  or  door-to-door  sales  techniques. 

This  is  a  serious  piece  of  medical  equipment,  and  it's  expensive. 
Hopefully,  it  will  enhance  the  quality  of  life  for  millions  of  people, 
and  we  are  here  to  see  to  it  that  we  get  the  best  product  for  the 
best  price  for  the  general  population  that's  in  need  of  it. 

Your  testimonies  have  been  very  helpful  today,  and  hopefully, 
we'll  begin  the  process  of  educating  the  American  people  about 
what  is  necessary. 

Thank  you  all. 

Ms.  Holm.  Thank  you. 

Senator  Cohen.  I  particularly  want  to  thank  our  witnesses  who 
travelled  all  the  way  from  West  Virginia  to  be  here.  It's  very  impor- 
tant that  you  were  here,  and  we  appreciate  it  very  much. 

The  Committee  will  stand  adjourned. 

[Whereupon,  at  12:40  p.m.,  the  Committee  adjourned,  to  recon- 
vene at  the  call  of  the  Chair.] 
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Introduction  and  Summary 

This  report  summarizes  an  investigative  study  of  the  hearing  aid  marketplace 
by  the  Consumer  Affairs  Section  of  the  American  Association  of  Retired  Persons.^ 
It  reviews  more  than  1 8  months  of  consumer-oriented  research  about  users, 
manufacturers,  and  sellers. 

The  mission  of  Consumer  Affairs  is  to  promote  a  fair  and  effective 
marketplace  for  older  consumers.  This  report  is  one  in  a  series  of  investigative 
projects  looking  at  the  consumer  goods  and  services  marketed  primarily  to  that 
audience. 

This  report  indicates  that  millions  more  people  should  be  wearing  hearing 
aids  for  social  and  safety  reasons.  The  Association  encourages  the  use  of  hearing 
aids  by  all  consumers  who  need  them.    But  this  study  also  seeks  to  ask 
fundamental  consumer  questions  about  the  product.   Questions  that  are  routinely 
asked  about  other  consumer   purchases. 

It  seeks  to: 

•  Identify  and  help  correct  consumer  problems. 

•  Increase  awareness  of  the  problems  surrounding  certain 
products. 

•  Provide  consumers  with  useful  Information  about  products. 

•  Provide  background  information  to  consumer  protection  officials. 

•  Initiate  policy  discussions  about  the  regulation  of  these  products. 

This  report  is  anecdotal  in  nature.   It  is  based  upon  users  who  wrote  to 
AARP  or  testers  who  volunteered  to  shop  for  an  aid.   It  is  information  from  a  self- 
selected  group  of  people  and  therefore,  the  data  are  not  generalizable  to  the 
population  as  a  whole.   Nonetheless,  the  issues  raised  by  4,000  users  and  the 
consumer  tester  experience  reported  here  should  not  be  minimized. 

Hearing  aids  are  a  major  consumer  issue  for  older  persons.   They  are  the 
primary  users  of  these  products  and  they  are  also  the  largest  segment  of  the 
estimated  23.5  million  people  with  a  hearing  loss. 

A  hearing  aid,  costing  more  than  an  average  of  $600  per  aid,  is  often  among 
the  most  expensive  purchases  made  by  an  older  adult.  About  half  of  all  users 
employ  not  just  one,  but  two  aids.   Most  consumers  pay  for  these  products  out  of 
their  own  pocket.   Neither  Medicare  nor  most  health  Insurance  plans  pay  for 
hearing  tests  or  hearing  aids,  except  under  very  limited  circumstances. 

Purchasing  an  aid  can  be  a  confusing  process,  particularly  for  first-time 
buyers.   The  list  of  manufacturers,  providers,  and  regulators  can  be  baffling.   How 
can  the  consumer  compare  hundreds  of  different  models  and  many  different 
technologies? 


'    AARP  is  aSBOciated  with  haaring  aida  in  four  ways.    Flrat,  tha 
Aasociation  publiahes  conaumar  publicationa  on  haaring  and  hearing  aids. 

Sacond,  AARP  has  adoptad  a  nunbar  of  policy  positiona  regarding  this 
product . 

Third,  tha  Aasociation 'a  advartiaing  standards  permit  generic  hearing  aid 
advertising  in  its  publicationa.  Product-apecif ic  ads  are  not  accepted. 

Finally,  the  AARP  Pharmacy  Service  leaaes  space  in  three  of  its  pharmacies 
to  a  provider  who  evaluates  and  fits  hearing  aids.  Sales  in  1992  were 
significantly  lass  than  one  half  of  one  percent  of  the  hearing  aid  market. 
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The  buyer  must  rely  on  the  seller  to  make  comparisons,  but  there  are 
different  types  of  occupations  that  test  hearing  and  fit  aids.   Should  you  contact 
your  family  physician  first?    Does  he/she  know  anything  about  hearing  loss  or 
hearing  aids?   What  about  an  ear  specialist?   An  audiologlst?    A  hearing  aid 
specialist?    Are  they  competent?    Do  they  follow  proper  procedures?   How  do  I 
know? 

While  every  buyer  must  answer  these  questions  individually,  this  report 
provides  information  about  users,  products,  and  sales.'   It  focuses  on  three  major 
areas:  (1)  background  about  the  marketplace;  (2)  detailed  consumer  responses  to 
questions  about  the  product;  and,  (3)  the  results  of  a  consumer  shopping  study. 

The  findings  include: 

Background  -  Approximately  20  million  people  who  need  a  hearing  aid. 
don't  wear  one.   Hearing  aid  sales  in  1992  were  1.78  million.   According  to 
a  professional  journal,  hearing  aid  growth  is  "stagnant."  (see  p.1 1 ) 

There  are  three  distinct  occupations  that  serve  people  with  hearing  loss  and 
sell  hearing  aids.   These  are  physicians,  audiologists,  and  hearing  specialists. 

The  manufacturing  and  sale  of  hearing  aids  are  regulated  at  both  the  federal 
and  state  level,  but  enforcement  actions  are  minimal.   Until  the  Food  and 
Drug  Administration's  (FDA)  April  1993  ban  on  what  it  called  misleading  and 
confusing  advenising  claims,  there  had  been  almost  no  regulatory  activity  at 
the  federal  level. 


Consumer  Responses  --  Consumer  satisfaction  with  hearing  aids  generally 
appears  to  be  low.  An  industry  survey  reported  a  satisfaction  level  of  58 
percent  in  1991,  up  from  55  percent  (see  p. 30).  This  is  far  less  than  a  1985 
study  commissioned  by  the  Federal  Trade  Commission  which  reponed  an  84- 
percent  satisfaction  rate.  This  finding  was  used  to  justify  the  termination  of 
a  federal  rulemaking  proceeding.  However,  satisfaction  is  below  50  percent 
in  the  4,000  letters  from  AARP  hearing  aid  users.  It  is  these  letters  that  are 
the  basis  of  this  analysis. 

Based  on  letters  to  AARP,  consumer  reactions  and  hearing  aid  prices  varied 
considerably  from  brand  to  brand.   Users  seem  to  be  more  satisfied  with 
sellers  than  manufacturers. 

Shopping  Experience  Study  -  The  hearing  aid  seller  may  not  be  where 
consumers  should  place  their  trust,  however.   Older  consumer  testers  visited 
23  hearing  aid  sales  operations  in  two  cities  in  Florida  in  the  summer  and  fall 
of  1992.    Many  sellers  failed  to  follow  the  minimum  testing  standards 
mandated  by  the  state.   A  number  of  retail  operations  evaluated  hearing  in 
what  consumer  testers  considered  noisy  rooms.   If  a  subject  is  distracted  by 
extraneous  noise  while  being  evaluated,  this  can  change  the  results  and  is  a 
violation  of  state  regulations. 

Contrary  to  federal  regulations,  one  seller  told  a  consumer  tester  that  it  was 
021  in  his  "best  interest"  to  see  a  physician  before  purchasing  an  aid. 
Another  said  a  hearing  aid  would  "exercise  the  nerve  and  slow  down  the 
hearing  loss."  And  still  another  said  a  30-day  trial  period  wasn't  necessary 
because  24K  gold  circuits  were  used  throughout  the  hearing  aid. 


Most  of  this  research  was  conducted  under  contract  to  the  Association 
by  the  Institute  for  Technology  Development  (ITD).  This  is  a  private,  non-profit 
research  firm  that  focuses  on  consumer  products  and  the  older  population.  The 
principal  researcher  for  this  project  was  Margaret  Wylde,  a  certified  Ph.D. 
audiologlst. 
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The  central  theme  of  this  report  is  not  about  major  new  federal  legislation 
and/or  trade  regulations.   The  thesis  is  that  the  very  nature  of  hearing  loss,  the 
complexity  of  hearing  instruments,  and  number  of  hearing  occupations  involved  in 
this  industry  creates  an  atmosphere  for  consumer  problems  and  the  need  for 
continuing  oversight.  That  oversight  has  been  wanting  for  years. 

Certainly  policy  reforms  are  needed,  particularly  at  the  state  level. 
Competency  standards  must  be  improved,  minimum  standards  of  practice  must  be 
established,  and  a  trial  period  should  be  standard  in  all  50  states.    Many  states 
don't  have  one  or  more  of  these  items. 

However,  there  are  many  workable  statutes  and  regulations  at  the  federal 
and  state  levels.   The  question  is  why  isn't  more  done  with  what's  already  on  the 
books?  Why  aren't  regulators  proactive?   Has  the  era  of  benign  neglect  for  this 
market  come  to  an  end? 

We  applaud  the  recent  action  by  the  FDA  to  ban  misleading  advertising, 
require  documentation  for  any  claims,  and  Commissioner  David  Kessler's  call  for 
"stringent  new  standards  that  will  change  the  way  hearing  aids  are  sold."  This  is  a 
dramatic  change.   Hopefully,  it  is  a  signal  of  a  new  era. 


Comments  A  draft  copy  of  this  report  was  sent  to  manufacturers,  trade 

and  occupational  associations,  federal  and  state  regulators,  and 
consumer  groups.   A  total  of  25  draft  copies  were  mailed  out. 

The  breadth  of  the  comments  on  the  draft  was  quite  striking. 
They  ranged  from  the  following: 

Robin  Holm,  Executive  Director,  International  Hearing  Society. 

"We  do  not  believe  the  report,  as  currently  drafted,  is  fair,  valid, 
or  accurate. ..the  drafters  determined  to  write  a  report 
which... seeks  to  Justify  mandatory  hearing  evaluations  by 
clinical  audiologists.   AARP's  involvement  In  this  self-evident 
professional  turf  battle  is  distressing...  " 

Martie  Ormsby,  President,  GN  Danevox,  Inc. 

"I  applaud  you...  for  what  I  consider  to  be  a  fair  comprehensive 
and  insightful  report.    Though  I  find  many  of  its  findings 
distressing,  I  am  not  surprised  by  them. " 

Many  of  the  suggestions  received  were  wholly  or  partially 
adopted.   Others  are  referenced  in   a  footnote.    Some 
suggestions  were  rejected.   At  the  end  of  each  chapter,  a 
special  section  summarizes  significant  viewpoints  that  weren't 
incorporated. 


I 


155 

Chanter  Ona 

Background 


"I  tell  you  I  am  never  without  them  (hearing  aids). 
The  first  day  I  wore  them  out  of  the  office  I  heard  the 
birds  singing.    How  long  had  I  not  heard  them?" 

Letter  to  AARP 


The  hearing  aid  market  is  both  diverse  and  confusing  to  consumers  and 
regulators  alike.   This  chapter  reviews  background  information  to  enable  the  reader 
to  bener  understand  the  findings  in  Chapters  Two  and  Three. 

Hearing  aids  are  the  third  most  widely  used  assistive  device,  followino 

glasses  and  canes. 

Hearing  aids  are  an  older  persons'  consumer  issue. 

Older  adults  purchase  almost  65  percent  of  all  aids. 

Hearing  loss  affects  23.5  million  Americans,  60  percent  of  whom  are 

over  the  age  of  65. 

Only  about  22  percent  of  the  population  with  a  hearing  loss  wears  a 

hearing  instrument. 

The  average  retail  price  of  an  aid  Is  $600  or  more. 

Neither  Medicare  nor  most  health  insurance  policies  pay  for  hearino 

aids.  " 

This  Chapter  is  an  Introduction  to  the  consumer  purchase  of  the  medical 
device  called  a  hearing  aid.   To  better  understand  the  research  outlined  in  Chapters 
two  and  three,  it's  useful  to  review  some  facts  about  the  market.   This  chapter 
includes  sections  on: 

Hearing  loss 
Hearing  aid  users 
Hearing  aids 
Manufacturers 
Sales  network,  and 
Regulatory  activity. 


The  Nature  of  Hearing  Loss 

Hearing  loss  or  the  inability  to  hear  certain  frequencies  of  sound,  affects 
23.5  million  Americans  most  of  whom  are  65  and  older.   The  loss  could  be  mild, 
moderate,  severe,  or  profound  as  measured  in  decibels  of  sound.   A  hearing  loss  is 
too  often  accepted  as  another  part  of  the  aging  process:  "I  hear  as  well  as  can  be 
expected  for  my  age." 

A  hearing  loss  is  more  accurately  described  as  an  accumulation  of  many 
years  of  trauma  to  the  ear.   This  trauma  can  be  caused  by  loud  noises  (recreational 
equipment,  machinery,  loud  music,  and  so  on);  medications,  cigarette  smoke,  air 
pollution,  and  illnesses  that  can  attack  the  Inner  ear  (influenza,  mumps,  etc.). 

A  hearing  loss  is  invisible  and  can  be  dangerous.   In  the  beginning,  it  may  be 
almost  unnoticed  and  increases  only  gradually.   It  may  be  unrecognized  for  years. 
Most  adults  have  a  sensorineural  loss,  sonnetimes  called  nerve  deafness,  that 
cannot  be  treated  medically. 

A  hearing  loss  can  alter  the  reception  of  sound  so  that  clarity  or  the  ability 
to  distinguish  between  sounds  is  lost.   For  instance,  the  ability  to  hear  higher 
frequencies  (pitches)  may  be  diminished  or  muffled.   Background  noise  may  then 
become  a  major  problem.   The  person  with  a  hearing  loss  may  say,  "I  can  hear  you 
but  I  can't  understand  you." 

Some  consumers  unconsciously  develop  compensating  mechanisms  to  cope. 
For  example,  they  rely  on  visual  clues  such  as  reading  lips  or  gestures.   Others 
cannot  compensate  and  find  themselves  cut  out  of  even  the  most  basic 
communications  of  everyday  living. 
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*lf  I  wanted  to  hear  what  a  woman  said. ..I 
would  have  to  bend  over  and  put  my  ear 
practically  in  her  mouth...  I  also  had  the  feeling 
that  I  was  getting  that  'dumb  look'  standing  In 
a  group  when  I  couldn't  hear." 

Former  Surgeon  General 
C.  Everett  Koop 


For  most  of  those  with  a  hearing  loss,  an  amplification  device  called  a 
hearing  aid  improves  their  hearing  dramatically.    Dr.  Koop,  for  instance,  now  wears 
two  aids  and  can  'stand  upright,  talk  to  people,  hear  them,  and  make  appropriate 
responses."  Without  an  aid,  those  with  a  hearing  loss  could  bring  danger  to 
themselves  and  others.   For  example,  in  focus  groups  sponsored  by  the  hearlrig  aid 
manufacturers  association  (Hearing  Industries  Association  or  HIA),  one  person  with 
a  hearing  loss  disclosed  she  drives  her  car  with  the  windows  open  year  round. 
That's  the  only  way  she  can  hear  the  traffic  noise. 

Hearing  Aid  Users 

However,  more  than  three-fourths  of  those  who  need  amplification,  don't 
use  an  aid.   There  are  an  estimated  23.5  million  people  with  a  hearing  loss 
(Kochkin,  1991).    However,  only  3.78^  million  people  own  one  or  two  aids 
(Advance  Data.  U.S.  Department  of  Health  and  Human  Services,  1992).   That  is  a 
gap  of  almost  20  million  people.   More  than  half  of  these  acknowledge  their 
hearing  loss  but  have  decided  not  to  buy  an  aid  (Christy,  1991 ). 

Reasons  for  not  wearing  an  aid  include: 

•  A  perception  that  the  loss  is  not  severe  enough. 

•  The  cost  of  aids  is  too  high. 

•  Perceived  negative  images  associated  with  wearing  an  aid. 

•  Problems  with  the  product  such  as  background  noise, 
maintenance  expenses,  and  a  "hassle"  to  use. 

(Kochkin,  1993). 


Rgure  1 

Hearing  Aid  Users  and  Persons  with  Hearing  Loss 


Millions 


23.5 


Usara 
Sources:  U.S.  Dept  of  HHS  and  Koctilcin  (1991) 


Persons  with  Loss 


Without  a  doubt,  persons  with  a  hearing  impairment  are  well  served  by 
wearing  an  aid.   In  one  recent  survey,  65  percent  of  users  indicated  that  hearing 
instruments  have  improved  their  life.   Eight  out  of  ten  owners  would  also 
recommend  a  hearing  aid  to  a  friend  (Kochkin,  1993). 


Industry  studies  indicate  there  are  alneet  six  million  uaera. 
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As  our  world  becomes  more  sophisticated,  it  is  impossible  to  develop 
consumer  competency  with  all  purchases.   This  is  particularly  true  with  medical 
devices.    The  consumer  presumes  the  practitioner  knows  everything.    So  too  with 
hearing  aids.    Most  consumers  and  particularly  first  time  buyers  are  at  the  mercy  of 
the  seller. 

For  older  consumers,  the  problem  is  even  more  complex.   Older  consumers 
are  considered  to  be  a  vulnerable  population.    Research  by  social  scientists  has 
found  that  people  over  65  years  of  age  tend  to  be: 

•  More  trusting 

•  Less  likely  to  recognize  bad  buying  experiences 
Less  knowledgeable  about  their  rights  as  consumers  and. 
Less  likely  to  complain. 
(Older  Consumer  Behavinr   AARP,  1990  and  Hunt,  1991.) 


These  factors  further  complicate  the  hearing  aid  purchase  for  users  and  can 
lead  to  consumer  abuses. 

What  is  a  Hearing  Aid 

A  hearing  aid  is  an  electronic  device  that  picks  up  sound  waves  with  a 
microphone,  amplifies  the  sound,  and  conveys  it  to  the  ear  through  a  tiny  speaker. 
A  small  battery  powers  the  instrument.    The  sound  amplified  by  an  aid  should  be 
tailored  to  the  user's  hearing  loss.   Almost  all  hearing  aids  sold  today  are  called 
behind-the-ear,  in-the-ear,  or  in-the-(ear]  canal  products. 

While  hearing  aids  are  frequently  compared  to  eyeglasses,  in  truth  there  is 
little  similarity.    Eyeglasses  almost  always  bring  vision  back  to  20/20  for  the 
wearer.   An  aid,  however,  cannot  bring  hearing  back  to  the  equivalent  of  "20/20" 
in  hearing. 

Most  of  the  sounds  needed  to  understand  speech  are  in  the  250  to  8,000 
H2~(Hert2  or  cycles  per  second)  range.   Most  distracting  background  noise  is 
between  100  and  500  Hz.   A  hearing  aid  doesn't  distinguish  between  background 
noise  (the  sound  you  don't  want  to  hear  such  as  an  air  conditioner)  and  the  sound 
you  do  want  to  hear  (a  child  talking).   Both  may  be  amplified  and  the  resulting  din 
may  make  it  hard  to  differentiate  between  the  different  sounds. 

Some  hearing  aids  amplify  frequencies  above  1000  Hz  more  than  those 
below.   These  aids  do  help  some  wearers  distinguish  between  sounds  in  a  noisy 
environment.  To  date  however,  the  ability  to  distinguish  between  sounds  is 
improved  but  not  solved.    Background  noise  remains  a  persistent  problem  for 
manufacturers  and  users  alike.   It  is  the  focus  of  substantial  industry  and  university 
research. 

Background  noise  is  also  the  subject  of  much  of  what  the  FDA  called 
"misleading"  advertising. 


Hearing  Aid  Manufacturers 

In  1992,  42  hearing  aid  manufacturers  sold  an  estimated  1 .78  million 
hearing  aids  (Kirkwood.  1992).^    Most  manufacturers  wholesale  their  wares  to 
sellers  retailing  several  different  brands  of  aids.   Two  major  manufacturers  with 
about  20  percent  of  the  market,  Beltone  and  Oahlberg,  which  manufacturers 
Miracle-Ear,  market  their  hearing  aids  through  exclusive  dispenser  agreements  or 
franchise  operations. 


'      Thli  figura  Includa*  aids  exported  to  other  countrie*. 


74-593  0-94-6 
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Most  manufacturers  don't  build  their  aids  from  the  "ground  up."    Rather, 
they  purchase  certain  components  (microphones,  receivers,  and  amplifiers)  from 
among  a  few  suppliers.   For  example,  Knowles  Electronics  makes  most  of  the 
microphones  and  speakers  (transducers)  used  by  all  manufacturers.   Some 
components  and  circuits  are  custom  made  for  a  particular  manufacturer.^ 

Some  companies  build  hearing  aids  under  more  than  one  brand  name. 
Dahlberg  also  owns  Audiotone  and  Starkey  owns  Omni,  for  example.    At  least  one 
manufacturer,  Oticon,  sold  hearing  aids  to  another  manufacturer  for  use  under  that 
company's  name. 

Manufacturers  produce  stock  models  that  have  a  variety  of  settings  and 
options,  as  well  as  "custom  built"  hearing  aids.    Hearing  aid  components  and 
circuitry  are  continually  being  changed  as  are  the  technologies  for  fitting  aids.   The 
hearing  aid  seller  must  now  have  special  instrumentation  to  be  able  to  offer  the 
newest  products  to  the  consumer.   In  the  opinion  of  many  hearing  professionals, 
hearing  aid  technology  and  products  have  improved  significantly  in  the  last  ten 
years. 

Hearing  aid  sales,  according  to  a  professional  journal,  are  "stagnant" 
(Audioloqy  Todav.  1993).   Actual  unit  sales  have  Increased,  but  market  penetration 
has  not.    Between  1984  and  1990,  unit  sales  increased  by  almost  half  a  million, 
1,110,926  to  1,590.999  (Kirkwood,  1992). 

The  penetration  rate,  however,  (hearing  aid  owners  compared  to  the  hearing 
impaired  population),  has  remained  almost  constant.  In  1984  it  was  23.7  percent 
and  in  1990,  it  declined  to  22.3  percent  (Audiologv  Today.  1993). 

The  number  of  professionals  dispensing  aids  has  doubled  since  1978.  In 
1990  there  were  more  than  1 1,000  professionals  dispensing  an  average  of  124 
aids  each  (Cranmer.  1991). 

All  manufacturers  have  some  form  of  "return  policy"  whereby  sellers  can 
return  an  aid  for  credit  within  30  to  90  days.   This  liberal  return  policy  Is  unique  to 
this  industry.   Consumers  can  also  benefit  from  this  policy.   They  can,  in  many 
instances,  return  an  unsatisfactory  aid  within  30  days  and  pay  only  a  small  fee  to 
the  seller.   State  law  mandates  at  least  a  30-day  return  policy  in  more  than  20 
states.  This  policy  eliminates  some  of  the  risk  in  buying  an  aid.   It  is  also  a  tacit 
acknowledgement  of  the  complexity  of  the  purchase  and  the  possibility  that  a 
selected  aid  may  not  work  for  everyone. 

In  1 992,  1 6  out  of  every  1 00  aids  sold  were  returned  to  the  manufacturer 
"for  credit  (Kirkwood,  1993.)*  The  primary  reason  for  a  high  return  rate  was  that 
the  aid  was  not  providing  sufficient  benefit   (Madell,  Pfeffer,  Ross,  and  Chellappa, 
1991).    Consumers  also  reponed  discomfort,  problems  in  noisy  surroundings,  and 
other  reasons.   Inexperienced  users  rejected  aids  more  often  than  experienced 
users;   older  inexperienced  users  rejected  them  more  frequently  than  younger 
Inexperienced  users. 

As  a  number  of  reviewers  indicated,  a  return  rate  of  16  percent  does  not 
mean  a  rejection  of  hearing  aids.  The  consumer  may  return  one  aid  only  to  select 
a  different  product  or  try  two  products  simultaneously.   One  researcher  estimates 
that  the  return  rates  among  consumers  is  around  5  percent  (Cranmer,  1991). 


'  A  numb«r  of  reviewers  objected  to  the  reference  that  "most  hearing  aid 
nuuiufacturere  don't  build  their  aide  froo.  the  ground  up. . .-  John  ^^J-  Pf"^^»"^ 
of  Stemene,  wrote,  "It  is  tine  to  put  thi.  old  canard  to  rest.  Manufacturers  do 
more  than  simply  'assemble'  hearing  aids." 

In  a  series  of  interviews  conducted  by  Dr.  Wylde  in  1991,  •"'»*•'  °« 
manufacturers  were  asked  about  this  Issue.  What  '^"ey  said  rel.t.^o^h. 
statement  about  building  aids  from  ths  ground  up.  Those  interviewed  were 
promised  anonymity. 

one  manufacturer  stated,  "We  are  like  everybody  else. .  .we  b"y /"»'  ^T^b^i' 
like  everybody  else  and  make  Just  about  everything  else.  Another  ""•"' 
■s"ry^  buys  components  from  outside.  None  of  us  make  the  circuits 
themselves... If  you  ask  most  of  the  companies,  they  will  say  the  same  thing. 

*      During  the  fourth  quarter  of  1992,  It  rose  to  17.3  percent. 
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Most  manufacturers  don't  advertise  their  wares  to  the  general  public. 
Instead,  they  advance  their  products  to  sellers  in  trade  publications  and  trade 
shows.   The  major  exceptions  to  this  policy  are  Miracle-Ear  and  Beltone  which 
widely  advertise  their  products  on  television,  radio,  and  in  print. 

The  Sales  Network 

There  are  three  occupational  groupings  serving  people  with  hearing 
impairment  and  selling  aids.   Members  of  all  three  claim  expenise  in  evaluating 
hearing  and  fining  aids.   To  the  average  consumer,  however,  the  different  titles 
and  credentials  are  confusing  (HIA,  Focus  Group  Research,  1990).   Similarly, 
buyers  may  be  ill-equipped  to  distinguish  between  good  practice  and  bad. 

The  three  occupations  are: 

•  Hearing  instrument  specialists  --  sometimes  called  hearing  aid  dealers, 
hearing  aid  specialists,  hearing  aid  fitters,  and  other  titles.    It's 
difficult  to  malce  generic  statements  about  this  occupation  since  the 
licensing  requirements  of  48  different  states  vary  substantially,  but 
generally  a  specialist  must: 

1 1  Be  a  high-school  graduate  or  have  a  GED. 

2)  Be  18  years  or  older. 

3)  Be  in  good  health  and  of  good  moral  character. 

4)  Complete  a  limited  training  program  (in  some  states). 

5)  Pass  a  written  licensure  examination  which  may 

include  a  practical  component  (at  least  40  states  require  a 
written  examination  and  37  mandate  some  combination  of  a 
practical  and  oral  examination  [Lewis  and  Powers,  1992]). 

Specialists  usually  work  in  retail  sales  establishments  that  only  test 
hearing  and  sell  aids.   Cranmer-Briskey  (1992)  reported  there  were 
5,000  hearing  specialists  in  business  in  1991.    They  sell  about  half  of 
all  hearing  aids  sold. 

•  Audioloqists  --  persons  involved  in  fining  aids  and  providing  aural 
rehabilitation.   They  are  usually  certified  by  the  American  Speech  - 
Language  -  Hearing  Association  (ASHA),  a  professional  membership 
association.   The  credential  is  called  a  Certificate  on  Clinical 
Competence  or  CCC-A. 

To  be  certified,  the  candidate  must: 

1)  Complete  at  least  a  master's  degree  in  audiology,  the  science 
of  hearing  defects  and  treatment. 

2)  Complete  a  nine-month,  post-graduate  clinical  internship. 

3)  Pass  a  national  examination  in  audiology. 

There  are  2, 1 00  audiologists  in  private  practice  dispensing  aids,  and 
2,900  dispensing  in  clinics  (Cranmer-Briskey,  1992). 

•  Physicians   -  those  who  are  primarily  involved  in  diagnosing  and 
treating  the  ear.   Historically,  physicians  didn't  dispense  aids. 
However,  the  number  who  do  is  increasing.  Physicians  sell  hearing 
aids  through  their  offices.   Many  of  these  have  audiologists  on  staff. 

There  are  three  medical  specialists.   These  are: 

Ototogist  -  a  specialist  in  treating  the  ear. 

Otorhinolaryngologist  -  a  specialist  in  treating 

the  ear,  nose,  and  throat. 

Otolaryngologist  ~  a  specialist  in  treating  the  ear  and  throat. 
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Regulators 

Federal  Leval  ~  Two  separate  federal  agencies  have  overlapping  authority  over  the 
hearing  aid  marketplace.   These  are  the  Federal  Trade  Commission  (FTC)  and  the 
Food  and  Drug  Administration  (FDA). 

FTC  --  The  agency  with  the  broadest  authority  is  the  FTC.   It  regulates  both 
advertising  and  sales  practices  under  Its  standard  deceptive  claims  and  practices 
jurisdictlonr  

In  fact,  the  FTC  has  a  long  history  of  regulatory  actions  pertaining  to  the 
manufacture  and  sale  of  these  products.  The  Commission  secured  Its  first  order 
prohibiting  false  advertising  by  a  hearing  aid  manufacturer  in  1 934.    Between  1 934 
and  1976,  the  FTC  obtained  orders,  consent  decrees,  or  voluntary  compliance 
actions  in  66  cases  against  both  manufacturers  and  sellers. 

In  1975,  the  FTC  initiated  hearings  to  develop  a  Trade  Rule  for  the  hearing 
aid  industry.   A  Trade  Rule  spells  out  certain  practices  which  the  FTC  considers  to 
be  deceptive.   A  Rule  makes  enforcement  more  consistent,  especially  when  there's 
a  national  market  for  the  product  and  there  are  a  number  of  enforcement  and 
regulatory  agencies. 

Commission  staff  argued  that  case-by-case  litigation  with  this  industry  was 
ineffective.   Case-by-case  litigation  failed  to  provide  the  broad  public  notice  needed 
to  inform  consumers  at  large.   The  history  of  litigation  showed  both  sellers  and 
manufacturers  as  repeat  offenders  involved  in  multiple  cases.   Cracking  down  on 
repeat  offenders  is  less  likely  to  benefit  unknowing  buyers  than  a  broad  Trade  Rule. 

Consider  that  in  1 976  the  FTC  signed  Consent  Orders  with  six 
manufacturers.'  Without  admining  guilt,  these  companies  agreed  to  cease 
misrepresenting  the  "benefits,  characteristics,  efficacy,  and  uniqueness"  of  their 
products.  Yet  prior  to  these  consent  decrees,  the  FTC  already  had  two  orders 
against  Beltone,  two  orders  and  two  assurances  of  voluntary  compliance  with 
Dahlberg,  one  order  and  one  voluntary  compliance  with  Maico,  one  order  against 
Qualitone,  and  two  orders  and  two  assurances  of  voluntary  compliance  with 
Sonotone.   The  sixth  firm  was  not  previously  cited. 

The  agency's  proposed  Hearing  Aid  Trade  Rule  (Proposed  Trade  Regulation 
Rule,  40  Fed.  Reg.  26646,  26652  (1975)1  would  have  imposed  comprehensive 
requirements  on  both  manufacturers  and  sellers  including: 

•  A  30-day  free  trial  period 

•  A  requirement  that  retailers  disclose  their  status  as 
sellers,  and, 

•  A  prohibition  against  deceptive  claims. 

In  1982  Commission  staff  narrowed  the  proposal  on  the  basis  of  evidence 
accumulated  during  lengthy  hearings.   The  Commission  had  also  rejected  the 
broader  rule  and  adopted  new  evidentiary  standards.  The  proposed  Rule  became  a 
single  item:    consumers  were  to  be  guaranteed  a  30-day  free  trial  period. 
According  to  a  staff  report,  "Only  the  trial  use  of  the  selected  aid  in  a 
representative  variety  of  actual  listening  situations  can  remove  the. ..risk  that  no 
significant  benefit  will  be  received."  (Proposed  Trade  Regulation  for  the  Hearing 
Aid  Industry,  Federal  Trade  Commission  Staff  Report,  1985). 

In  1985,  the  full  Commission  voted  four  to  one  to  drop  the  proposed  Rule 
and  terminate  the  Rulemaking  proceeding.   Their  vote  was  premised  upon  a  survey 
of  hearing  aid  purchasers  conducted  in  1984  by  Market  Facts,  a  polling  firm.    The 
FTC's  Bureau  of  Consumer  Protection  had  commissioned  the  study  and  reported: 

•  "The  overwhelming  majority  (84  percent)  of  hearing  aid  buyers  are 
[were]  satisfied  with  their  purchases,  and, 

•  In  "at  least  70  percent  of  sales  taking  place  within  a  year  before  the 
survey,"  a  trial  period  was  offered  (FTC  News  Release,  1985). 

Based  on  this  information,  then  FTC  Chairman  Miller  argued,  "the  recent 
survey  results,  together  with  other  evidence  warrants  a  conclusion  that  the 
evidence  in  the  record  does  not  support  a  rule"  (Statement  of  Chairman  Miller 
Concerning  Hearing  Aid  Rulemaking,  September  16,  1985). 


SB  F.T.C  336  (1976);  Dahlberg 
Electronics,  Inc.,  88  F.T.C.  319  (1976);  Maico  Hearing  Inetruments,  Inc.,  88 
F.T.C.  298  (1976),-  Oualitone,  Inc.,  88  F.T.C.  287  (1976), •  Radioear  Corporation, 
88  F.T.C.  308  (1976),-   Sonotone  Corporation,  88  F.T.C.  368  (1976). 
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Both  AARP  and  ASHA,  as  consumer  representatives,  challenged  these 
findings  and  appealed  to  the  commission  to  leave  the  record  open.   Both  offered  to 
conduct  additional  surveys.  The  Commission  rejected  this  proposal  and  closed  the 
proceeding. 

Although  the  Commission  dropped  the  rulemaking,  it  decided  to  return  to 
case-by-case  enforcement  as  appropriate.  The  FTC's  authority  to  pursue  case-by- 
case  litigation  had  in  fact,  been  broadened.   Congress  added  civil  penalties  for 
violations.    That  is,  when  a  party  has  notice  that  the  Commission  has  adjudicated  a 
practice  as  unfair  or  deceptive  and  engages  in  the  practice  again,  it  may  be  liable 
for  civil  penalties   (15  U.S.C.  Section  57(b)  as  amended  by  Pub.  L.  93-637,  Title  II, 
Section  206(a),  88  Stat  2201  [1975]). 

Even  though  the  FTC's  authority  is  broad,  it  has  taken  almost  no  action 
since  1985.    Between  1985  and  1993,  the  FTC  reported  action  in  only  two  cases, 
both  were  sellers.' 

Consumer  complaints  however,  have  not  gone  away  (see  below,  and  see 
Chapters  two  and  three  of  this  report).    Advertising  claims,  for  example,  are  a 
major  issue,  but  the  FTC  has  been  on  the  sidelines  to  date. 

It  does  have  an  open  investigation  regarding  Miracle-Ear  and  possibly, 
others.   In  its  own  news  release  dated  May  10,  1993,    Dahlberg  indicates   it  is  in 
compliance  with  the  1976  consent  decree  with  the  FTC  (see  above).   It  also  went 
on  to  say  the  FTC's  enforcement  division  has  proposed  that  Oahlberg: 

•  Substantiate  advertising  claims. 

•  Extend  its  90-day  refund  policy  to  consumers. 
Make  certain  disclosures  in  its  advertising. 


• 


•         Pay  a  civil  penalty. 

FDA  -  This  agency  has  nominally  regulated  hearing  aids  as  medical  devices  since 
1977.    It's  prinnary  focus  is  the  safety  and  effectiveness  of  the  device. 
Nonetheless,  FDA's  regulations  include  labeling  requirements  and  protections  in 
the  sale  of  aids  to  first-time  buyers.  (See  21  C.F.R.  Section  801.420  et  seq). 

While  the  FDA  has  broad  authority,  the  agency  focused  minimal  attention  on 
hearing  aids  until  1 993.    Because  of  limited  resources,  the  agency  set  its  priorities 
on  critical  devices  like  heart  valves,  pacemakers,  and  so  on.   Hearing  aids  are  not 
"an  inherently  dangerous  device,"  according  to  the  FDA.  (42  Fed  Reg  31,  9288, 
1977).   Therefore  they  weren't  on  the  agency's  priority  list.   It  was  hearing  aid 
advertising  that  turned  that  agency  around. 


'In  1990,  I  heard  all  the  wonderful  commercials  and 
thought  I  would  go  for  it.   It  was  decided  I  needed 
two  hearing  aids  at  total  cost  of  $1 550. 

I  am  really  disappointed  and  feel. ..[these)  aids  are  not 
any  better  than  previous  aids  and  highly  exaggerated 
in  their  advertisements." 

Lener  to  AARP 


Objections  to  hearing  aid  ads  are  widespread  among  professionals.   For 
example,  John  Zeigler,  an  audiologlst  in  Florida  wrote  a  scathing  letter  to  the 
Hearinc  Journal,  a  trade  publication,  in  late  1992.    According  to  Zeigler,  Miracle- 
Ear's  claim  of  moving  unwanted  noise  into  the  background,  "creates  unrealistic 
expectations.  No  hearing  aid  in  the  world  [only]  picks  up  the  sounds  people  want 
to  hear."   Later  he  asked,  "Do  we  have  to  deliver  misinformation  to  sell  hearing 
aids?" 


*  In  Fabruary  of  1991,  th*  FTC  filed  cult  agalnit  Doro  L*«  Inc.,  (dba 
Brown  Haarlng  Cantar*  of  Oranga,  TX).  Tha  complaint  chargad  Doro  Laa  with 
violating  tha  Coamiaaion'a  "Door-to-Door"  Salaa  Rula  in  markating  haaring  aida 
in  hoaiaa  (FTC  Na«n  Ralaaaa,  1991). 

In  March  of  1993  tha  FTC  aignad  conaant  dacraaa  with  aavan  haaring  aid 
ratailara  in  California,  Naw  York,  and  Maaaachuaatta.  According  to  tha  FTC, 
thaaa  firma  allagadly  placad  ada  for  haaring  aida  in  various  Yallow  Pagaa 
diractoriaa  uaing  tha  tarn  -Madicare,"  tha  fadaral  haalth  cara  program  for  paopla 
ovar  65.  Tha  tarn  waa  uaad  in  such  a  way  that  it  appaarad  to  imply  that  Hadicara 
would  pay  for  tha  coat  of  haaring  aids,  haaring  taata,  or  both  (FTC  Nawa  Ralaaaa, 
1993).  Hadicara  doaa  not  covar  haaring  aids  and  only  pays  for  haaring  taata  whan 
ordarad  by  a  phyaician  to  diagnosa  a  madical  problam. 


162 


Zelgfer's  letter  launched  a  furor.    After  many  more  letters,  the  Hearing 
Journal  editorialized  that  it  had  received  a  loud  and  clear  message  of  agreement 
with  Zeigler's  comments.   David  Kirkwood,  the  editor,  wrote,  'we  share. ..the 
concern  that  the  Miracle-Ear  ad  promises  more  than  it. ..can  deliver.'   Curiously, 
however,  there  was  no  call  for  withdrawing  the  ads.   Kirkwood  placed  the 
responsibility  for  correcting  the  problem  with  the  dispenser.   He  wrote,  'the 
dispenser  has  an  opportunity  -  and  an  obligation  -  to  set  him  [the  customer] 
straight." 

David  Kessler,  the  Commissioner  of  the  FDA,  also  felt  these  ads  raised 
questions  and  launched  an  Investigation  in  late  1992.    In  April  of  1993,  the  FDA 
changed  directions.   It  issued  warning  letters  to  six  hearing  aid  manufacturers: 
Beltone,  Dahlberg,  Electone,  Omni,  Siemens,  and  Starkey  (Letters  to 
Manufacturers,  1993).   The  director  of  the  FDA's  Office  of  Compliance  for  the 
Center  for  Devices  and  Radiological  Health  charged  them  with  making  'misleading 
claims  to  consumers'  through  advertising,  promotional  literature,  and  labels. 


All  of  the  allegedly  misleading  claims  related  to  speech  recognition  and 
background  noise.   For  example,  the  FDA  specifically  referred  to  the  following 
advertising  claims: 

'ClearVoice's  sophisticated  noise  reduction  system  suppresses  annoying 
background  sounds  and  helps  you  hear  voices  clearly  even  in  crowded 
places." 

(Beltone) 

'The  Clarifier.    The  hearing  aid  that  automatically  reduces  background 
noise... even  in  noisy  situations.' 

(Miracle-Ear) 

'Digital  Word  Processor  hearing  instrument  will  bring  back  many  of  the 
sounds  you  have  been  missing  and  you  will  learn  to  'focus  in'  on  what 
you  desire  to  hear  while  placing  unwanted  noise  in  the  background.' 

(Starkey) 

(FDA  Letters  to  Manufacturers,  1993) 


The  FDA  charged  each  manufacturer  with: 

•  Misleading  claims  that  imply  users  will  be  able  to  distinguish  speech 
from  undesirable  noises. 

•  Performance  claims  that  haven't  been  substantiated  with  clinical  data. 

•  Claims  that  aren't  balanced  and  that  fail  to  disclose  material 
information. 

•  Claims  that  overstate  the  quality  and  value  of  the  aids. 

The  letters  advised  manufacturers  to  remove  their  current  literature  and 
advertising  immediately  or  face  "regulatory  actions.'   In  addition,  each  company  Is 
to  'correct  misconceptions  about  its  hearing  aids'  and  to  provide  documentation 
for  any  future  advertising  claims. 

As  this  is  written,  all  the  manufacturers  agreed  to  withdraw  their  ads.    It  is 
unclear,  however,  how  the  industry  will  respond  to  the  issue  of  clinical  trials  for 
future  claims. 

State  Level  -  Federal  regulations  generally  don't  extend  to  the  level  of  testing  and 
fitting  of  individual  consumers.  Professional  competency  and  consumer  protection 
in  hearing  aid  sales  are  regulated  principally  at  the  state  level. 

Licensing  Boards  -  Historically,  states  developed  a  system  of  professional  licensing 
for  many  occupations  including  hearing  Instrument  specialists,  audiologists,  and 
physicians.   States  first  licensed  physicians  in  the  19th  century,  but  most  hearing 
instrument  specialist  boards  are  relatively  new.   They  date  back  to  the  1 960s 
(Lewis  and  Powers,  1992).   Audiology  boards  are  also  relatively  new  with  the  first 
state  licensing  law  enacted  in  1 969. 

Licensing  boards  normally  consist  of  professional  and  consumer  members. 
The  number  of  consumer  or  public  members  varies  from  state  to  state  and  in  a 
number  of  states,  there  are  no  public  members.  These  boards  set  standards  for 
minimum  competency,  licensure,  and  practice;  investigate  complaints;  and 
discipline  practitioners.   There  is  considerable  variation  in  requirements  between 
states  and  between  occupations. 
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Hearing  Instrument  specialists  -  State  boards  license  this  occupation  in 
almost  all  states  (a  few  states  merely  register  specialists).    Massachusetts 
and  Colorado  don't  regulate  hearing  aid  specialists  at  all. 

Au^iploqiStS  --  Forty-three  states  regulate  audiologists  through  their  own 
licensing  boards.    State  licensure  requirements  normally  demand  ASHA 
(CCC-A)  cenification.   In  some  states,  audiologists  dispensing  aids  must  also 
be  licensed  as  hearing  aid  specialists. 

Physicians  --   Physicians  are  licensed  by  medical  licensing  boards  and 
certified  in  their  specialty  by  professional  organizations  (colleges). 
Frequently,  dispensing  physicians  are  "grandfathered  in"  as  hearing 
specialists  under  state  law  or  regulations. 

According  to  a  recent  consumer  survey  of  hearing  instrument  specialist 
boards,  "Most  boards  have  adequate  oversight,  disciplinary,  and  enforcement 
powers,  but  seldom  use  them."'   For  a  three  year  time  period  (1988-1990),  ten 
boards  took  no  disciplinary  action  and  12  others  were  only  "minimally  active."   In 
1990,  37  state  specialist  boards  took  a  total  of  136  disciplinary  actions  (Lewis  and 
Powers,  1992). 

Few  boards  are  proactive  because  they  have  insufficient  staff  to  monitor 
sales  activity.   The  investigator  for  New  Mexico's  board,  for  example,  serves  1 1 
other  licensing  boards.     Hearing  instrument  specialist  boards  are  primarily  reactive, 
responding  to  consumer  complaints. 

Attomays  Ganaral  -   In  addition  to  state  licensing  boards,  the  50  state  anorneys 
general  also  have  broad  authority.   Many  serve  as  legal  counsel  to  licensing  boards. 
All  of  them  have  authority  over  state  consumer  protection  statutes.    Some 
attorneys  general,  e.g.,  Vermont  and  Minnesota,  have  been  proactive  in  hearing  aid 
sales  seeking  stricter  regulation  and  enforcement. 

For  example,  Vermont's  attorney  general  successfully  pushed  state 
regulation  of  hearing  aid  sellers  in  that  state.    He  argued  that  dispensers  among 
other  things,  were: 

•  Prescribing  unnecessary  aids 

•  Using  deceptive  advertising 

•  Failing  to  provide  mandated  refunds 

•  Charging  excessive  prices,  and, 

-• Providing  inadequate  contract  disclosures.  - 

Others  have  investigated  complaints  of  false  advenising,  return  policies,  and 
additional  consumer  abuses. 

Perhaps,  because  of  the  complexity  of  this  transaction,  attorneys  general 
have  not  been  as  involved  as  In  other  areas  of  consumer  protection. 

Conclusion 

While  both  federal  and  state  regulators  have  extensive  authority  to  oversee 
the  manufacture  and  sale  of  this  product,  there  has  been  a  lengthy  period  of 
benign  neglect  in  consumer  protection  activities.   Only  in  the  last  few  months  have 
federal  and  state  agencies  taken  major  steps  to  clamp  down  on  misleading  claims 
and  practices. 

Comments  Michael  Hoke,  Argosy  Electronics,  Inc. 

It  is  important  to  note  that  [the  large  number  of  models  and 
circuits]  gives  the  consumer. ..a  benefit.  Limiting  choices  is 
generally  bad  for  consumers.  " 

Carole  Rogin,  president.  Hearing  Irtdustrles  Association. 

'We  would  suggest  that  the  current  regulation  of  hearing  aids  is 
appropriate  and  should  be  adhered  to  and  enforced. 
Additionally,  I  would  observe  that  many  of  the  concerns  that 
the  report  outlines... may  be  more  appropriately  addressed 
through  consumer  education  and  information...  " 

Lawrence  Posen,  president,  Behone  Electronics  Corporation. 

"Clear  product  performance  standards  (ANSI  Standards)  exist 
and  are  checked.    All  hearing  aid  producers  comply  with  the 
FDA's  "Good  Manufacturing  Practices" regulations.    Most 
states  have  strong  regulations  on  the  books  and  extensive 
authority  to  oversee  sales  practices.  " 


No  aimilar   study  of   audiological  boards  exists. 
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Chanter  Two 

Consumer  Response 

Chapter  Two  looks  at  AARP  member/user  responses  from  across  the 
country.    These  responses  were  collected  from  two  sources  --  4,000  letters  and  a 
follow-up  questionnaire  sent  to  1 ,000  of  the  original  letter  writers. 

I).         Four  thousand  users  wrote  AARP  in  response  to  a  newspaper  article 
(see  Appendix).   These  leners  were  analyzed  and  tabulated. 

•         43  percent  of  the  lener  writers  made  only  positive  statements 
about  their  aid  and  34  percent  made  only  negative  statements. 


•  66  percent  wear  their  aid(s)  all  day  long. 

•  Only  one  manufacturer  sold  more  than  15  percent  of  the  aids 
purchased  by  the  4,000  lener  writers. 

•  23  percent  complained  about  background  noise  with  their  aids. 

11).       To  gather  additional  information  and  to  confirm  the  findings  of  the 
letter  writers'  analysis,  a  follow-up  questionnaire  was  mailed.    A  25 
question  instrument  was  mailed  to  1000  of  the  previous  letter  writers. 
The  response  rate  was  86  percent. 

•  30  percent  Indicated  they  were  college  graduates. 

•  "Word  of  mouth"  was  the  reason  35  percent  gave  for  visiting  a 
particular  sales  agency.     Advertising  was  cited  by  20  percent. 

•  50  percent  of  the  respondents  were  satisfied  with  their  aid  but 
79  percent  were  satisfied  with  the  seller. 

•  Hearing  aid  sales  prices  varied  from  $150  to  $1800  for  a  single 
aid.   The  average  price  was  $660. 

This  chapter  looks  at  user  response  collected  from  4.000  users  and  through 
a  questionnaire.    It  discusses  positives  and  negatrves  about  the  product  based  on 
communication  with  a  large  group  of  users. 

This  combination  of  letters  and  the  responses  to  the  questionnaire  is 
probably  one  of  the  largest  collections  of  user  opinion  on  hearing  aids  collected  to 
date.  It  must  be  carefully  assessed,  however.  Users  self-selected  themselves  by 
writing  to  AARP  in  response  to  a  newspaper  article  (see  below).  Therefore,  their 
responses  are  not  generalizable  to  either  hearing  aid  users  or  the  older  population 
as  a  whole. 

Nonetheless,  the  issues  raised  by  these  users  should  not  be  minimized. 
First,  consumers  defined  the  issues  that  concerned  them.    Second,  the  letter 
writers  appear  to  be  both  long-time  and  full-time  users,  with  higher  education 
levels  than  the  older  population  as  a  whole.    In  short,  these  are  the  repeat 
customers  that  sellers  need  to  reach.    Third,  while  these  letters  include  people  with 
complaints,  more  than  1,700  writers  had  nothing  but  positive  things  to  say  about 
the  benefits  of  wearing  their  aids.    Finally,  some  of  the  data  is  similar  to  other 
hearing  aid  research. 

Part  One.  Letters  -  Part  one  of  this  chapter  summarizes  4,000  letters  written  by 
hearing  aid  users.    In  September  1991,  AARP's  Bulletin,  the  Association's  monthly 
newspaper  sent  to  all  members,  published  a  small  article  directed  at  hearing  aid 
users  (see  appendix).   They  were  asked  to  write  and  share  their  experiences  with 
the  product  by  answering  five  questions: 

Brand  name  of  the  aid 
Date  of  purchase 
Price  paid  for  one  or  two  aids 
Where  the  aid  was  purchased 
What  their  experience  was. 
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Half  of  the  letters'  received  were  tabulated  and  analyzed.   Almost  every 
writer  answered  the  five  questions  listed  above.    But  they  also  provided  much 
more.    Some  included  photocopies  of  invoices.    Others  provided  pages  of 
description  about  themselves  and  their  aid.    Many  writers  told  AARP  how  they've 
learned  to  cope  with  a  hearing  loss  and  offered  advice  for  first  time  buyers. 

Researchers  at  the  institute  for  Technology  Developnnent  (ITD),  under 
contract  to  AARP,  tabulated  the  answers  to  the  five  questions  and  categorized  the 
additional  information.   Not  every  letter  writer  addressed  each  issue  analyzed  here. 
Therefore,  for  clarity,  each  chart  or  table  in  Part  One  will  indicate  the  number  of 
people  writing  about  that  topic.   For  example,  N  =  3,530  means  3,530  people 
addressed  that  issue. 

Part  Two.  Questionnaire  --  To  secure  additional  information  from  these  users,  a 
written  questionnaire  of  25  questions  was  developed  (see  appendix).   The 
questionnaire  was  mailed  to  1 ,000  of  the  original  letter  writers.    This  is  discussed 
in  Part  Two  of  this  chapter. 

These  1,000  individuals  were  randomly  selected  from  the  4,000  based  on 
three  criteria.   First,  each  user  must  have  purchased  his/her  aid  within  five  years. 
Second,  writers  were  grouped  according  to  their  brands  of  aids  (See  Part  II  for 
details).   And,  third,  to  insure  a  level  playing  field  for  all  brands,  questionnaires 
were  sent  to  an  equal  number  of  persons  who  originally  wrote  positive  letters  (34 
percent),    negative  letters  (33  percent),  or  both/neutral  letters  (33  percent).   The 
number  of  positive,  negative,  both/neutral  letters  per  manufacturer  followed  the 
same  proportions. 

Consumer  response  from  both  the  letters  and  the  questionnaire  are  grouped 
around  three  issues: 

Facts  About  Lener  Writers  --  Who  are  the  users?   How  old  are  they? 
Where  do  they  live?   What  is  their  educational  background?  What  is 
family  income?    Do  they  use  one  aid  or  two?    How  many  hours  of  the 
day  do  they  wear  their  aid(s)7 

Sales  Information  --  What  brands  of  hearing  aids  were  purchased  by 
letter  writers?   From  whom  did  they  buy  their  aids?   How  much  did 
they  pay?   Did  they  receive  a  trial  period?  Was  there  a  warranty? 

Satisfaction/Dissatisfaction  -  Did  letter  vtrrlters  make  positive  or 
negative  comments  about  their  aids?   Did  they  make  positive  or 
negative  comments  about  the  sales  agency?  Would  they  return  to  the 
same  place  of  business? 

Part  One 
Analysis  of  Letters  from  Users 


1 )   Facts  About  Letter  Writers 

Summary  --  Letter  writers  appear  to  be  older.   They  come  from  all  parts  of  the 
country.    More  than  80  percent  of  them  have  purchased  an  aid  within  the  last  five 
years,  and  66  percent  wear  their  aid(s)  all  day  long.    Lener  writers  were  almost 
evenly  split  between  those  who  wear  one  aid  and  those  with  two. 

Almost  70  percent  of  the  letter  writers  who  stated  their  ages,  were  between 
70  and  89  years  of  age.   The  average  age  of  the  respondents  who  gave  their  age 
was  76.5  years. 


'   In  total,  3,000  letters  were  received.   Reaourcea  did  not  permit  the 
tabulation  of  all  responses.   The  4,000  letters  tabulated  were  selected  by  the 
order  in  which  they  were  received.  One  hundred  twelve  letters,  which  were 
orchestrated  responses,  were  discarded  in  reaching  the  4,000  total. 

ITD  assigned  one  researcher  to  analyze  and  code  all  4,000  letters. 
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Figure  2 


<50 


Percentage  of  Lener  Wnters  by 

Six  Age  Groups 

(n  =  800) 


More  than  1,600  letter  writers  indicated  how  long  they  have  used  hearing 
aids.   One  fifth  of  the  respondents  have  worn  hearing  aids  for  more  than  20  years. 
Over  90  percent  (92  percent)  have  worn  aids  for  two  years  or  more. 

Letters  came  from  all  states  and  were  distributed  proponionally  almost 
identically  to  the  percentage  of  hearing  aid  sales  reported  by  the  industry. 

Table  1 

Percentage  of  Hearing  Aid  Sales  to 
Percentage  of  Letters  Received 
for  Five  States  with  Most  Sales 


State 

Sales 

(HIA)' 

Leners 
(AARP) 

California 

10.2 

11.7 

Florida 

7.1 

8.4 

New  York 

5.4 

6.0 

Texas 

5.2 

6.0              1 

Pennsylvania 

4.7 

4.9              1 

The  overwhelming  majority  of  writers  (80  percent)  purchased  their  aid  within 
the  past  five  years.   More  than  40  percent  of  the  respondents  purchased  their  aid 
in  the  past  two  years. 

Figure  3 

Percentage  of  Letter  Wnters  by  the 

Year  They  Purchased  Their  Hearing  Aid 

(n  =  3,573) 

Over  half  of  the  lener  writers  (54 
percent)  say  they  own  one  aid.   Just 
under  half  (46  percent)  own  two  aids. 
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(Kirlnrood,    1991). 
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Figure  4 

=9fceniage  ol  Lener  Writers  Dy 

Amount  ol  Time  the  Hearing  Aid  is  Worn 

in  =  3  408) 


Some  ol  th9  Tlnie  (21) 


^Not  al  All  (9) 

Other  (3) 


These  users  regularly  wear  their  aids. 
Two-thirds  of  the  respondents 
indicate  they  wear  their  aid(s)  all  day 
long.    Just  over  20  percent  report 
they  wear  their  aid  some  of  the  time 
and  only  9  percent  indicate  they  don't 
wear  their  aid  at  all. 


All  Day  (67) 


21    Sales  Information 

Summary   -  The  most  common  sales  operation  used  by  lener  writers  was  a  retail 
site,  usually  staffed  by  a  hearing  aid  specialist  office.    Based  on  information  from 
letter  writers,  most  manufacturers  have  a  relatively  small  market  share.    A  little 
more  than  half  (53  percent)  of  this  sample  paid  $600  or  less  and  around  5  percent 
more  than  $1 ,000.  The  average  amount  was  $607. 


Figure  5 


Percentage  of  Lener  Writers  Dy 

)/Vhere  tfie  Aid  was  Purchased 

(n  =  3,446) 


Letter  writers  purchased  their  aids 
from  a  variety  of  facilities.    Over  half 
(55  percent)  bought  their  aid  in  a 
retail  site  normally  staffed  by  a 
hearing  aid  specialist.    About  1 7 
percent  purchased  their  aid  in  a 
medical  site  and  15  percent  in  a 
hearing  center.    In-home  sales  were  a 
little  more  than  8  percent  and  mail 
order  sales,  less  than  2  percent. 


Figure  6 


Percentage  of  Letter  Writers  by 

the  Manutacturer  of  Their  Heanng  Aid 

(N  •  3.195) 


About  17  percent  of  the  respondents 
own  a  Starkey  aid.   Next  comes 
Beltone  and  Siemens  with  1 1  percent 
each,  and  Miracle-Ear  with  10  percent 
(Note:  Dahlberg  manufactures  Miracle- 
Ear).  The  remaining  companies  sold 
to  less  than  5  percent  of  the 
Tespondents. 
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Figure  7 


P«rc«nug«  of  Lan«r  Wntars  by 

th>  Cost  ot  ma  Haanng  Aid 

(N  •  4.000) 


S0-$600 


S601  -SI  .000 


$1,001- 


A  little  more  than  half  (53  percent) 
reported  paying  less  than  $600  for  an 
aid.    Of  the  remainder,  43  percent 
paid  between  $600  and  $999,  and  5 
percent  paid  $1,000  or  more  for  an 
aid.   These  figures  are  consistent  with 
prices  recently  cited  by  Consumer 
Reports. 


10       20       30       40       so 
Percent 


Table  2 

Percentage  of  Letter  Writers  by  Manufacturer  and  Price 


Manufacturer^ 

Percentage 
S600  or  less 

Percentage 
$601  to  $1000 

Percentage 
$1001  or  more 

ArflOSV  IN=  174) 

61 

38 

1 

Beltone  IN  =  4561 

27 

67 

6 

Miracle-Ear/  Dahtberg* 
(N  =  409) 

21 

62 

17 

Oticon  (N=  191) 

69 

30 

1 

Siemens  (N  =  452) 

68 

31 

1 

Starkev  IN  =  697) 

54 

44 

2 

Telex  IN  =  129) 

64 

34 

2 

Other /Unlcnown 
IN  =  1,492) 

59 

36 

5 

Note:   A  similar  analysis  was  completed  based  on  the  questionnaire 
responses  (1000  questionnaires  mailed  and  SSB  responses)  discused  in  Part  Two. 


MuiafKtDrar 

LaiUiuSMO 

MOI  to  $1000 

SIOOI  or  iDore           11 

Atioiv(N  =  SS) 

S3» 

47% 

0% 

QcHaot(N  =  iOl 

:*% 

70% 

6% 

DiMVM(N=4n 

ss% 

43% 

0% 

Ekctaoc(N  =  )6) 

66% 

34% 

0% 

Mincle-EaT(N  =  92) 

119 

6)% 

28% 

Oocoo<N  =  M) 

i3« 

41% 

6% 

68% 

32% 

0% 

SiaBau(N  =  M) 

68% 

32% 

0% 

SUfkey  {N  =  97) 

S7« 

39% 

4% 

Telex  (N  =  56) 

67% 

33% 

U% 

Based  on  these  letters,  Miracle-Ear  appears  to  sell  more  canal  aids 
than  any  other  manufacturer.   Canal  aids,  as  the  company  points  out,  are  more 
expensive  than  xn-the-ear  or  behind-the-ear  products.   Other   companies, 
however,  do  have  a  similar  mix  of  products. 
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31  Positive/Neoaiive  Leners 

Summary  --  The  percentage  of  letter  writers  making  only  positive  comments  about 
their  aid  was  43  percent.    Negative  letters  were  34  percent.   The  percentage  of 
positive  letters  was  higher  for  some  brands.   The  most  persistent  problem 
articulated  by  writers  was  background  noise. 

Almost  all  writers  (N  =  3,5051  discussed  their  experiences  with  their  aid.   If 
the  writer's  comments  about  his/her  aid  were  all  positive,  the  letter  was  classified 
as  such.   Similarly,  only  all  negative  comments  led  to  a  negative  classification. 
Letters  with  both  positive  and  negative  or  neutral  were  classified  as  both/neutral.' 


Figure  8 


Ptrcanug*  ot  L»tl»r  Wm»™  by 

Ttwir  CommanB  ConMming  Th«ir  Hewing  AkJ» 

(N  -  3.505) 


Bolti  or  Nwinl  (23.0%) 


Ncgnva  (34.0%) 


Samples 

Below  are  sample  letters  from  users. 


PoMiv*  (43.0%) 


Positive  Only 

"I  had  anticipated  lor  some  years  the  need  for  a  hearing  aid  -•  I  was  seventy-seven  twhen  I  got 
it...Mv  loss  begins  iust  about  in  mid-voice  range  and  increases  with  higher  frequencies     Since  it  is 
in  this  range  that  voices  and  instruments  get  their  quality  and  timbre,  my  hearing  is  quite  important 
to  me.' 

Letter  Writer, 
Concord,  MA 

"Its  such  a  )oy  to  go  tor  my  walk  in  the  early  morning  and  hear  the  birds  singing,  which  I  could  not 
hear  before.  It  is  also  a  pleasure  to  hear  all  of  a  sermon  at  church  or  someone's  conversation  rather 
than  parts.' 

Letter  Writer, 
Ravenswood,  WV 

Negative 

■A  year  ago... I  was  told  I  had  an  80  percent  loss  in  my  right  ear  and  a  50  percent  loss  m  my  left 
ear.    It  was  decided  I  need  two  hearing  aids. ..The  left  ear  aid. ..was  much  too  powerful,  within  the 
next  two  months  they  decreased  the  power  but  were  not  able  to  decrease  the  background 
noise.. .The  right  ear  aid  has  been  back  to  their  plant  four  times.' 

Letter  Writer, 
E.  Falmouth,  MA 

■On  August  14,  1990,  1  bought (or  both  ears.   I  was  not  pleased.  I  reel  that  I  have 

wasted  S2,348.   This  has  been  a  sad  experience  with  my  hearing  aids." 

Letter  Writer, 
Lancaster,  CA 

Neutral/Both 

For  your  survey,    the  latest  hearing  aid  that  I  have  is .   I  paid  4550  for  it.    I  put  my  aid  in  first 

thing  in  the  morning.. .1  have  a  high  frequency  loss  in  both  ears  and  though  they  recommended  that 
I  wear  two  aids,  I  find  it  more  comfortable  with  one." 

Letter  Writer, 
Marina  Del  Rey,  CA 


'   CooMntB  fron  a  number  of  reviawara  tMra  critical  of  this  analyais 
bacauee  the  rssulta  era  not  ganeralizabla  to  all  hearing  aid  uaera.   Inetead, 
ravieware  pointed  to  an  induatry-fundad  aariae  of  etudiaa  called  MarketTrack 
I,  II  and  III  (pravioualy  referenced).   Thaea  ware  conducted  in  1989,  1990. 
and  1991.   Conaumar  aatiafaction,  aa  reported  in  thaea  etudiaa  haa  remained 
aaaantially  conatant  varying  between  55  and  58  percent  in  the  three  etudieo. 
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Consumer  Affairs  at  AARP  conducted  similar  letter  studies  in  1991  and 
1992  with  different  products  of  significance  to  older  adults.    The  results  of  this 
analysis  together  with  the  hearing  aid  letters  are  below. 


Table  3 

Percentages  of  Letter  Writers  by  Product  and  Comments 


Product 

Positive  Only 
Percent 

Negative  Only 
Percent 

Neutral/Both 
Percent 

Personal 
Emergency 
Response 
Systems 
(N  =  1,848) 

34 

4 

62 

Canes 
(N  =  808) 

68 

4 

28 

Hearing  Aids 
(N  =  3505) 

43 

34 

23 

Manufactured 
Housing 
(N  =  1,134) 

17 

6 

77 

The  responses  varied  considerably  from  product  to  product.   It  appears  that 
assistive  devices  (hearing  aids  and  canesi  elicit  stronger  emotional  reactions  from 
readers.   There  are  larger  percentages  of  positive  and  negative  letters  with  these 
products,  and  far  fewer  neutral/both  comments. 


An  analysis  of  positive  and  negative  letters  according  to  the  brands  was  also 
conducted.  It  found  that  the  percentage  of  positive  letters  varied  from  32  percent 
to  55  percent  by  brand.    Negative  letters  ranged  from  19  percent  to  55  percent. 


Figure  9® 

Percentage  of  Letter  Writers  by  Nature  of  Comments  and  Manufacturer 


Argosy  (N  =  161) 

Beltone  (N=392) 

Miracle-Ear  (N=370) 

Oticon  (N  =  157) 

Siemens  (N=411) 

Starkey  (N  =  605) 

Telex  {N  =  121) 

All  Others  (N  =  1.288) 


D  Positive  Only 
I  Negative  Only 
D  Both/Neutral 


^       A  similar  analyaie  waa  completed  baaed  on  the  questionnaire 
responses  (1000  questionnaires  mailed  and  858  responses)  discussed  in  Part 
Two. 
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Almost  1,900  letter  writers  cited  specific  problems  with  their  aids.    Just 
over  900,  or  about  a  fourth  of  all  writers,  mentioned  background  noise  as  a 
specific  complaint.    After  background  noise,  feedback  was  the  next  most 
frequently  voiced  complaint  with  245  letters  or  about  6  percent  of  all  writers. 


Table  4 

Number  of  Letter  Writers  Mentioning  Problems  with  their  Aid 


Problem 

Number  Complaints 

Percentage  All  14.000) 
Writers 

Background  Noise 

912 

23 

Feedback 

245 

6 

Uncomfortable 

198 

5 

Need  Adjusting 

196 

5 

Telephone  Trouble 

111 

3 

Part  Two 

Questionnaire  to  1 ,000  Letter  Writers 

A  follow-up  questionnaire  of  25  questions  was  mailed  to  1 ,000  of  the  original 
letter  writers.    These  1,000  individuals  were  carefully  selected  from  groups  using 
the  following  criteria: 

•  Letter  writers  purchasing  an  aid  within  last  five  years 

•  Respondents  with  different  brands  of  aids.  Each  brand  name  grouping 
had  at  least  a  1.5  percent  share  of  the  4,000  respondents 

•  Similarly,  there  were  two  composite  groups  of  letter  writers  whose 
brands  constituted  less  than  a  1 .5  percent  share  and  a  composite 
group  of  unknown  manufacturers,  and, 

•  An  equal  mix  of  positive,  negative,  or  both/neutral  letter  writers 
overall  and  with  each  manufacturers'  grouping.   That  is,  340  positive 
letter  writers  received  a  questionnaire,  330  negative,  and  330 
both/neutral. 

The  final  selection  of  respondents  was  random,  based  on  the  above  criteria. 
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Table  5 

Number  of  Questionnaires  sent  to  Respondents  by  Manufacturer 


Brand 

of 

Aid 

Number 
Sent 

Number 
Received 

Brand 

of 

Aid 

Number 
Sent 

Number 
Received 

Argosy 

80 

55 

Siemens 

100 

84 

Beitone 

100 

80 

Starlcey 

100 

97 

Oanavox 

60 

41 

Telex 

80 

56 

Eiectone 

60 

36 

Group  I' 

80 

47 

Miracle-  Ear 

100 

92 

Group  11' 

80 

57 

Oticon 

80 

54 

Unknown 

100 

100 

Qualitone 

80 

59 

A  total  of  858  questionnaires  (86  percent)  were  completed  and  returned  to  AARP. 


1 )  Facts  About  Users 

Summary  --  In  general,  the  respondents  to  this  questionnaire  were  older,  more 
likely  to  be  white,  and  more  educated  than  the  aging  population  as  a  whole.   Their 
household  incomes,  however,  were  average. 


Figure  10 


Percentage  of  Respondents  by 
Six  Age  Groups 


The  average  age  was  73  years  with 
most  respondents  between  the  ages 
of  66  and  80  years  of  age.    This  Is 
similar  but  slightly  younger  than  the 
800  who  reported  their  age  from  the 
original  letter  writers  (see  figure  2). 


Table  6 


Percentage  of  Questionnaire 
Respondents  According  to  Income 


1  Less  than  $8,000 

7 

«8,000  to  $11,999 

13 

$12,000  to  $20,000 

26 

$20,000  to  $27,999 

18 

$28,000  to  $35,999 

14 

More  than  $36,000 

23 

Of  those  who  listed  household 
income,  7  percent  reported  income  of 
less  than  $8,000  per  year,  39  percent 
between  $8,000  and  $20,000  per 
year,  and  23  percent  said  their 
household  income  exceeded  $36,000. 


Group  I   included  the   following  brands:      Audiotone,    Bernafon, 
Dahlberg,    Hearing  Technology,    Maico,    NuEar,    Omni,    Rexton,    Sears,    and  Unitron. 


Group    II    included   the   following   brands:      ASM   Limited,    Audiovox, 
Bosch,    Ensoniq,    Hearing   Sciences    International,    Lang,    Lloyd,    Hagnatone, 
Marcon,    Micro   Technologies,    otosonic,    Phonic    Ear,    Phillips,    Puretone   Limited, 
Resound,    Unimajc,    Vanco   Industries,    Viennatone,    and    Zenith. 
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More  than  80  percent  of  the  respondents  completed  high  school.    Almost  30 
percent  had  some  college  and  over  30  percent  were  college  graduates  with  14 
percent  completing  graduate  school. 


Rgure  1 1 


Percentage  of  Respondents  by 
The  Level  ot  Education  Completed 


In  1991,  only  about  12  percent  of  the  65+  population  had  completed 
college,  according  to  census  records. 


2)  Sales  Information 

Summary  -•  Hearing  specialists  sold  most  questionnaire  respondents  their  aid(s).    It 
also  appears  that  the  kind  of  hearing  practitioner  selling  different  brands  varies.    As 
with  most  purchases,  a  "word  of  mouth"  recommendation  was  the  primary  reason 
why  a  particular  seller  was  selected.    Finally,  almost  all  respondents  received  a 
warranty  with  their  aid  and  most  received  a  30-day  trial  period. 

Just  over  half  of  the  questionnaire  respondents  reported  that  they  purchased 
their  aid(s)  from  a  hearing  specialist.  About  42  percent  purchased  their  aid  from  an 
audiologist  and  2  percent  from  a  physician.  The  remainder  indicated  someone  else 
or  didn't  know. 


Figure  12 


Percentage  of  Respondents  bv  The  Professional 
from  Whom  the  Heanng  Aid  was  Purchased 


Other  13)-;    pUnknown  (3) 


Hearing  Aid  Specialist  (50) 


Ajdiologist  (42) 


Physician  (2) 
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The  type  of  hearing  professional  selling  to  respondents  varied  from 
manufacturer  to  manufacturer.    For  example,  80  percent  of  the  respondents  with 
Beltone  or  Miracle-Ear  products  purchased  their  ald(s)  from  a  hearing  aid  specialist. 
Conversely,  65  percent  of  those  with  a  Siemens  product,  60  percent  with  Argosy, 
and  58  percent  with  Danavox  purchased  their  aid  from  an  audiologist. 

Figure  13 

Percentage  of  Sales  by  Occupation  and  Manufacturer 
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When  asked  why  they  visited  a  particular  seller  or  agency,  33  percent 
indicated  someone  recommended  it  to  them.   Almost  20  percent  indicated 
advertising  was  the  reason  they  selected  their  sales  agency  and  12  percent 
indicated  location  was  the  reason.   Over  20  percent  answered  "other"  as  the 
reason  they  selected  the  seller  they  did. 

Figure  14 


Percentage  of  Respondents  by  the  Reason 
a  Heanng  Aid  Sales  Agency  was  Selected 


Recommended 

Advertisement 

Familiar  Brand 

Agency  Contacted 

Convenient  Location 

Other 

•     No  Response 


10      15     20     25     30     35 


Hearing  aid  prices  for  one  aid  ranged  from  less  than  $150  to  more  than 
$1,800,  according  to  respondents.   The  average  price  was  $660.    These  figures 
are  somewhat  higher  than  letter  writers  reported  and  may  be  explained,  at  least  in 
part,  by  the  fact  that  the  question  asked  in  the  mail-out  questionnaire  was  more 
complete. 


Figure  15 


Percentage  of  Respondents  by 
the  Cost  of  the  Heanng  Aid 
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Almost  all  respondents  (85  percent!  reported  that  they  had  received  a 
warranty  for  their  aid.  Over  half  (58  percent)  received  a  30  day  trial  period, 
of  these  reported  no  fee  for  the  trial  period.' 


Most 


Figure  16 


Percentags  ot  Raspondents  by 
IheType  o(  Trial"  Options 


.    -r — r    , 
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Percent 


31  Respondents'  Satisfaction/Dissatisfaction 

Summary  --  This  questionnaire  asked  if  respondents  were  satisfied  or  dissatisfied 
with  their  hearing  instrument  and  with  the  person  who  tested  and  fitted  them. 
Half  of  the  respondents  reported  they  were  satisfied  with  their  instrument. 
However,  82  percent  reported  they  were  satisfied  with  the  person  who  tested  and 
fitted  them. 

When  asked  if  they  were  satisfied  or  dissatisfied  with  their  aid,  50  percent 
of  the  respondents  answered  satisfied,  26  percent  dissatisfied,  and  24  percent 
neither. 

Figure  I?'" 

Respondent's  Satisfaction/Dissatisfaction 
with  Hearing  Instalment 


Nerther  Satisfied/Dissatisfied  (24) 


Dissatisfied  (26) 


Satisfied  (50) 


While  a  positive  or  negative  letter  (see  figure  8  on  page  30)  is  not  the  same 
as  "satisfied"  or  "dissatisfied,"  they  are  related.  Questionnaire  respondents  report 
a  higher  level  of  satisfaction  and  lower  level  of  dissatisfaction  with  their  aid  then 
did  the  original  letter  writers.  The  differences  should  be  considered  in  light  of  the 
fact  that  questionnaire  respondents  were  originally  selected  from  an  equal  mixture 
of  positive,  negative,  and  both/neutral  letter  writers. 


We  did  not  ask  about  their  experience  in  returning  an  aid  and  how 
much  they  were  charged  if  they  returned  the  aid. 

Figure  17  is  added  more  for  clarification  than  new  information. 
Survey  respondents  were  selected,  in  part,  based  on  an  equal  mix  of  positive, 
negative,  or  both/neutral  letters.   Therefore,  it  is  not  surprising  that  the 
satisfied  percentage  should  be  higher  than  the  number  of  positive  letters 
reported. 
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The  questionnaire  also  asked  if  users  were  satisfied  with  the  person  who 
tested  and  fitted  them.   Almost  80  percent  of  the  respondents  were  satisfied  with 
the  person  who  tested  and  fitted  them  with  the  hearing  aid. 


Rgure  18 


Pwcsntaga  of  Rsspondants  by 
Their  SaDstacnon  Toward!  the  Parson 
Who  Taaiad  and  Frtlad  Tham  vmh  an  Aid 
79 


" hearing  aids  are  not  any  better  than 

previous  aids. ..[however,]  I  do  want  to  stress,  that 
their  personnel  are  fantastic,  very  easy  to  talk  to  and 
very  caring. 

Letter  to  AARP 


Satisfaction,  according  to  respondents,  varies  with  the  place  wnere  the  aid 
A/as  purchased,   ror  example,  satisfaction  was  nighest  at  a  hearing  center  (59 
oercentl.   The  respondents'  satisfaction  level  was  lowest  with  home  saies. 


Figure  19 


Percentage  of  Respondents  by  Satisfaction 
With  Individual  and  Place  where  Aid  was  Purchased 


Meaicai  Office  (N=i58) 


Hearing  Center(N 


Retail  Store  (N=41) 


Home  (N  =  67) 
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Conclusion 


They  tell  you  what's  in  there  (the  hearing  aid), 
but  you  don't  know  what's  in  there.  The 
difference  in  prices  of  hearing  aids  is  absurd. 
You  have  no  idea  what  to  buy.   I  told  him  I  can 
buy  a  car  for  that." 

Letter  Writer 


Two  Items  particularly  stand  out  from  letter  writers: 

-•         While  43  percent  of  the  letter  writers  spoke  positively  atiout 

their  hearing  aids,  34  percent  were  negative,  and 

•  There  is  considerable  variation  in  the  letters  in  regard  to  prices, 

products,  and  sales  facilities. 

As  the  lener  writer  above  points  out,  nwny  of  these  items  are  also  related. 

The  classic  definition  of  consumer  satisfaction  is  a  comparison  of  what  one 
expected  versus  what  one  actually  received.   Did  the  aid  match  the  advenising  or 
seller's  claims,  for  example?   Did  the  user  perceive  he/she  paid  too  much  for  the 
instrument? 

Research  indicates  that  consumers  experience  problems  with  about  20 
percent  of  their  purchases  overall  (Andreasen,  1988).    Some  purchase  categories 
are  much  higher  than  others. 

But  consumer  satisfaction/dissatisfaction  and  complaining  behavior  is  more 
than  repeat  business.  It's  also  a  catalyst  for  Implementing  or  scuttling  consumer 
protections  (Hunt,  1991). 

In  1985,  for  example,  the  FTC  concluded  its  Hearing  Aid  Rulemaking 
proceeding  without  enacting  a  Trade  Rule.   The  Commission  decided  no  Rule  was 
needed  (see  Chapter  One  for  details).   User  satisfaction  with  hearing  aids, 
according  to  a  Commission  study,  was  very  high  (84  percent).   Therefore,  no 
Trade  Rule  was  needed. 

Was  84  percent  satisfaction  realistic?   Certainly  not  today,  if  ever.   Current 
industry  studies  indicate  overall  satisfaction  is  around  58  percent  (Kochkin,  1993). 
But,  according  to  at  least  one  article,  that  "rating  of  only  58  percent"  is  one  of  the 
"key  barriers"  to  growth  in  hearing  aid  sales"  (Audioloov  Today.  1993). 

As  reported  in  this  chapter,  although  only  4,000  were  analyzed,  more  than 
8,000  AARP  members  who  wear  hearing  aids,  chose  to  share  their  experiences 
with  the  Association.    As  previously  reported,  their  responses  are  not  generalizable 
to  all  hearing  aid  users.   Nonetheless,  their  positive  and  negative  experiences,  as 
long-time  and  full-time  users  provide  a  unique  perspective.   These  letters  indicate 
that  there  are  consumer  problems  and  complaints  to  be  addressed. 

A  number  of  reviewers  criticized  this  report  as  unscientific  and  statistically 
invalid.   What  they  did  not  point  out  however,  is  that  consumer  complaints  are  the 
basis  for  decision-making  and  can  be  a  trigger  for  consumer  protection  activities. 

Probably  the  most  commonly  offered  consumer  tip  anywhere  is,  "check  with 
a  Better  Business  Bureau  (BBB)  or  attorney  general  to  see  if  there  are  any 
complaints."    One  president  of  a  hearing  aid  company,  in  comments  to  AARP  on 
this  report  also  mentioned  this.  He  advised  consumers  to  contact  the  BBB  or 
attorney  general  to  "check-out  prospective  hearing  device  sellers."   However, 
complaints  on  file  with  these  agencies  are  neither  random  nor  generalizable  to  the 
entire  population.    Complainants  are  self-selected  and  their  complaints  are 
anecdotal.   That  does  not,  however,  diminish  their  relevance  to  buyers,  sellers,  and 
consumer  protection  officials  and  that  is  what  this  report  is  about. 


A  newly   formed   industry  professional  group,    the  Collaborative 
Marketing  Campaign  or  CMC,    seeks  to   increase  consumer   satisfaction  to   75 
percent  by   199S   and  85  percent  by  the  year  2000    (Hearing  Journal,    1993). 

The   researcher   conducting  the  MarketTrack   studies   reported,    "clearly 
this    industry   has   the  technology  and   the   skill   to   achieve   80-90  percent 
satisfaction. " 
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To  be  sure,  some  negative  leners  relate  to  personal  adjustments  the 
consumer  must  make.    But  there  are  many  other  issues.    Background  noise,  for 
example,  remains  a  problem  with  amplified  sound.    However,  the  reasons  for  it  in 
any  given  case  may  be  tied  to  several  factors.   It  could  be  false  expectations  raised 
by  advertising  or  sales  personnel.    It  could  be  a  faulty  or  Improperly  recommended 
aid.   It  could  be  an  improper  fitting  or  there  simply  may  not  be  a  solution. 

User  satisfaction  should  not  be  considered  a  simple  issue.    A  hearing  aid  is 
not  a  one-dimensional  purchase.   There  are  many  players  and  actions  involved  with 
product  satisfaction/dissatisfaction.   The  head  of  the  Department  of  Veterans 
Affairs'  hearing  aid  procurement  program  wrote,  *a  high  quality  hearing  aid  is  only 
good  if  it  is  appropriately  fined.* 

Finally,  satisfaction  is  also  related  to  the  fact  that  users  may  not  want  to 
wear  their  aid  at  all.    For  them  it  may  be  at  best  a  necessary  evil.   To  them  it 
symbolizes  advanced  age  and  weakness." 

It  appears  that  disgruntled  letter  writers  lay  their  dissatisfaction  at  the  feet 
of  the  manufacturers.    Satisfaction  with  hearing  evaluators  approaches  80  percent. 
However,  as  we  will  see  in  Chapter  Three,  consumers  should  question  this.    Many 
hearing  evaluators  in  the  two  cities  studied  didn't  follow  minimum  stano'ards  when 
recommending  an  aid. 

The  data  reported  here  raises  more  questions  than  it  answers.    However,  it 
-is^lear  that  there  are  problems  and  complaints.   This  message  should  hit  home 
with  regulators  on  both  the  federal  and  state  levels.   Consumers  pay  when  the 
protections  they  are  promised  have  eroded  and  manufacturers  and  sellers  miss  an 
opportunity  for  increasing  market  share.   The  era  of  "benign  neglect'  in 
enforcement  has  helped  neither  the  consumer  nor  an  industry  whose  market  share 
is  "stagnant." 


Comments 


Michael  Hoke.  Argosy  Electronics,  Inc. 

"This  report  is  not  a  scientific  statistically  valid  report  at 
all...  Those  individuals  who  responded  felt  strongly  enough 
about  the  questions  asked  to  reply. . .  The  opinions  they  have 
are  very  interesting  but  this  in  no  way  accurately  characterizes 
a  typical  hearing  aid  experience. " 

Lawrence  Rosen,  President  of  Be/tone  Electronics,  Inc. 

Stated  that  as  part  of  the  IVIarketTrack  survey  of  1991,  his  firm 
was  provided  on  a  confidential  basis,  the  results  for  each  of  the 
major  brands.   He  volunteered  the  results  for  Beltone. 


Of  323  Beltone  owners  surveyed,  overall  satisfaction  was 
52  percent  and  dissatisfaction  was  21  percent  according  to 
this  study.  


John  Zei,  Preskient,  Siemens  Hearing  Instruments.  Inc. 

"We  believe  it  is  extremely  important  to  distinguish  between 
satisfaction  and  benefit. ..We  believe  benefit  levels,  as  opposed 
to  satisfaction  levels  are  relatively  high.   In  other  words,  most 
hearing  aid  purchasers  obtain  considerable  benefit  form  their 
hearing  aids. 

Determining  the  total  cost  of  a  hearing  aid  is  often  difficult. 
Many  dispensers,...  'unbundle'  their  prices  setting  out  separate 
charges  for  testing,  hearing  aid  evaluation  and  the  hearing  aid 
itself.   As  a  result,  prices  across  brand  comparisons  may  be 
somewhat  misleading. " 

Robert  M.  Krughoff.  Preskient,  Center  for  the  Study  of  Services 

"Differences  in  dissatisfaction  levels  among  manufacturers 
might  result  from  differences  in  the  kinds  of  customers  they 
have  attracted.    Possibly  the  marketing  strategy,  price  levels, 
hearing  aid  types,  or  other  features...  " 


Peter  Hahn,  President,  Oticon,  Inc. 

"It  would  be  expected  that  consumers  would  have  more 
confidence  in  the  provider... First,  manufacturers  are  often 
blamed... Second,  the  manufacturer  is  distant... So  the 
confidence  could  naturally  be  centered  on  the  more  personal 
relationship  with  the  provider.  " 


"  Hot*  hotnvar,  AARP  racalvad  a  hlghar  parcantag*  of  poaltiva  lattara 
about  canaa  than  haaring  aida.  A  cana  ia  in  many  ways  a  mora  vialbla  aymbol 
than  a  haaring  aid.  A  haaring  aid,  of  eouraa,  ia  a  much  mora  cooplax  davica 
and  purchaaa. 


179 

Chapter  Three 
Shopping  Experience  Study 


"As  a  layman. ..you're  going  to  have  to  take  them  at 
their  word. ..This  $400  aid  is  no  good  for  you,  an 
$800  or  $1200  aid  is  what  you  need.   The  criteria  is 
you  (the  consumer)  don't  know.    You're  going  to  have 
to  take  them  at  their  word." 

Consumer  Tester 
Retired  Policeman 


Sixteen  teams  of  consumer  testers  shopped  for  hearing  aids  at  23  different 
sales  agencies  in  Tampa,  and  West  Palm  Beach,  FL  during  the  summer  and  fall  of 
1992.    All  told,  consumer  testers  made  169  visits  to  23  different  sites.    At  each 
site,  one  member  of  each  team  had  his/her  hearing  evaluated.   Their  findings 
included  the  following: 

•  There  were  a  total  of  1 69  evaluations  which  lasted  from  1 0 
minutes  to  105  minutes. 

•  57  percent  of  the  consumer  testers  received  recommendations 
to  buy  a  hearing  aid.   In  Tampa,  one  seller  recommended  that 
only  33  percent  of  the  consumer  testers  needed  an  aid,  while  a 
different  seller  recommended  that  80  percent  of  the  same 
consumer  testers  needed  an  aid. 

•  Half  of  the  sellers  failed  to  follow  state  testing  regulations  when 
recommending  an  aid. 

•  26  consumer  testers  in  1 1  sites  complained  of  noisy  test 
rooms. 


Introduction 

This  consumer  hearing  aid  inquiry  consists  of  two  parts. 
Chapter  Two  looked  at  the  experiences  of  4,000  users.   This  chapter 
looks  at  consumer  tester  experience  in  shopping  for  an  aid.    Most 
consumers  are  inexperienced  shoppers  when  it  comes  to  medical 
devices.   We  rely  upon  health  professionals  to  provide  reliable 
evaluations  of  our  condition.    Reliable  evaluations  should  lead  to 
accurate  fittings  and  after  the  device  is  sold,  we  expect  continuing 
quality  service. 

When  we  place  our  trust  in  the  hands  of  practitioners,  we  want 
to  know  they're  competent  and  follow  good  standards  of  practice.    As 
we  saw  in  Chapter  One,  both  federal  and  state  governments  regulate 
the  market,  but  the  principal  responsibility  for  consumer  sales  rests  in 
the  hands  of  state  licensing  boards. 

The  question  is,  how  effective  is  this  regulatory  scheme  at 
ensuring  reliable  hearing  evaluations  and  proper  fittings?     At  least  one 
recent  study  raises  serious  questions  about  hearing  aid  specialist 
boards  (Lewis  and  Powers,  1992). 

AARP's  Consumer  Affairs  Section  set  out  to  document  facts 
about  the  marketplace  for  hearing  aids  in  a  case  study  format. 

The  Association  commissioned  this  study  to  answer  the 
following  questions: 

1 .  What  procedures  are  followed  and  what  representations 
are  made  at  different  sales  agencies? 

2.  What  is  the  level  of  compliance  with  state  and  federal 
regulations?  And, 


180 


3.        What,  if  any,  unfair,  unethical,  or  apparently  illegal 
activities  are  practiced? 

For  this  study,  older  consumer  testers  were  used  to  report  on 
their  experiences  shopping  for  an  aid.  At  each  facility  one  team 
member  received  a  hearing  evaluation  and  in  57  percent  of  the  visits, 
sellers  recommended  an  aid.    After  each  evaluation,  both  team 
members  (the  observer  and  the  tester)  recorded  what  happened  on 
special  reporting  forms.    Their  reports  are  the  basis  for  the  findings 
described  below. 

In  terms  of  their  hearing  ability,  the  consumer  testers  were  a 
mixed  group.    Some  regularly  wore  aids,  some  had  a  hearing  loss  but 
didn't  wear  an  aid,  and  others  had  no  hearing  loss  and  no  need  for  an 
aid.   The  ITD  audiologist  would  have  recommended  that  45  percent  of 
the  consumer  testers  evaluated  needed  an  aid. 

Consumer  testers  were  used  because  this  is  the  only  way  to 
document  some  market  practices.    It  is  a  widely  accepted 
methodology  that  the  courts  recognize.    In  a  1979  decision,  the  U.S. 
Supreme  Court  held  that  even  if  consumer  testers  didn't  plan  to  buy, 
they  had  standing  to  file  claims  under  the  federal  Fair  Housing  Act. 
This  was  for  violations  found  while  shopping  for  a  home  (Gladstone 
Realtors  v.  Village  of  Bellwood). 

The  results  of  this  research-are  anecdotal  in  nature  and  aren't 

necessarily  representative  of  other  locations.    However,  this  study 
together  with  other  research,  raises  questions  about  the  efficacy  of 
the  regulatory  scheme  in  place  and  the  marketplace  itself. 

Methodology 

In  Tampa,  12  consumer  testers  were  recruited  and  in  West 
Palm  Beach,  20.   Consumer  testers  visited  each  sales  agency  in  teams 
of  two.    First,  however,  they  received  a  detailed  training  in  the  various 
elements  of  a  hearing  evaluation,  the  nature  of  hearing  aids,  and  what 
to  look  for.   One  member  of  each  team  also  received  a  hearing 
evaluation  from  a  certified  Ph.D.  audiologist  from  the  Institute  for 
Technology  Development  (ITD). 

Volunteer  testers  were  recruited  at  senior  centers,  consumer 
protection  offices,  volunteer  organizations,  and  by  personal  referrals. 
To  protect  their  privacy,  consumer  testers  gave  fictitious  names  and 
addresses  to  sellers.   However,  they  were  instructed  to  be  truthful  in 
all  other  ways  and  specifically  not  to  feign  a  hearing  loss.   While  a 
few  consumer  testers  were  actually  shopping  for  an  aid,  most  had  no 
intention  of  buying.  They  volunteered  to  be  "guinea  pigs'  for  this 
research.   All  expenses  were  reimbursed  and  each  consumer  tester 
received  a  small  honorarium. 

Sites  ~  Because  of  costs  and  the  need  for  close  monitoring,  this 
study  wes  limited  to  two  sites  in  one  state.   Florida  was  chosen 
because  of  its  growing  aging  population,  large  hearing  aid  sales 
(second  only  to  California),  and  strong  regulatory  standards. 

Florida's  regulations  for  hearing  evaluations  are  among  the 
strongest  in  the  country.   They  are  equal  to  or  stronger  than  a  number 
of  other  states'  with  a  large  population  of  older  adults.   Florida's 
regulations  also  reflect  accepted  standards  of  practice.^ 

Florida  receives  about  200  hearing  aid  complaints  a  year  and 
takes  about  36  disciplinary  actions  per  year  against  hearing  aid 
specialists.  It  ranks  among  the  top  states  in  terms  of  disciplinary 
actions  against  licensees  (Lewis  and  Powers,  1992).    Florida's 
licensing  boards  have  a  full  range  of  powers  to  take  against  bad 
actors.  The  board  Is  not  proactive,  however,  in  investigating 
compliance  with  its  standards. 


i 


For  axampls,  in  five  populous  statas  with  a  large  aging  population: 
California  and  New  York  have  no  minifflum  standards  of  practice.  Illinois, 
Pennsylvania  and  Texas  have  standards  similar  to  Florida's.  While  Florida 
licenses  both  audiologiats  and  hearing  specialists,  the  standards  of  practice  are 
identical. 

For  example,  the  American  Speech — Language — Hearing  Association's 
(ASMA)  Preferred  Practice  Patterns  includes  the  same  tests  required  by  Florida 
regulations.  ASHA'S  standards  include  other  tests  not  specified  in  Florida's 
regulations. 
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Florida  currently  licenses  1,750  hearing  aid  practicioners,  600 
audiologists  and  1,150  specialists.  Of  these  practicioners,  only  528 
audiologists  and  730  specialists  are  active  licensees. 

After  a  preliminary  review,  ITD  selected  Tampa  and  West  Palm 
Beach  as  the  two  test  sites.    Both  are  medium-sized  cities  where 
volunteer  testers  could  conveniently  visit  each  seller  listed  in  the 
phone  book. 


Table  7 

Summary  Hearing  Aid  Sales  Agencies  Visited  in  Tampa 


In  Tampa,  there  were  12  distinct  sellers  within  city  limits  listed 
in  the  Yellow  Pages.    Six  teams  of  consumer  testers  visited  each 
seller.    That  is.  one  member  of  each  team  scheduled  a  hearing 
evaluation  at  each  sales  agency.    Both  team  members  reported  what 
happened.   Where  two  sales  operations  were  operated  by  the  same 
owner,  one  of  the  two  was  selected  by  the  toss  of  a  coin. 

Table  8 

Summary  Hearing  Aid  Sales  Agencies  Visited  in 
West  Palm  Beach 


Site 

Tvpe 

Personnel 

13 

Hearing  aid  retail 

Hearing  aid  specialist 

14' 

15 

Hearing  aid  retail 

Hearing  aid  specialist 

16 

Hearing  center 

Audiologist,  CCC-A 

17 

Hearing  aid  retail 

Hearing  aid  specialist 

18 

Hearing  aid  retail 

Hearing  aid  specialist 

19 

Hearing  aid  retail 

Hearing  aid  specialist 

.0 

Hearing  aid  retail 

Hearing  aid  specialist 

" 

Hearing  aid  retail 

Hearing  aid  specialist 

22 

Hearing  center 

Audiologist,  CCC-A 

23 

Hearing  Aid  Retail 

Hearing  aid  specialist 

24 

Hearing  aid  retail 

Hearing  aid  specialist 

Hearing  aid  retail  indicates  hearing  aid  sales  only.   Hearing  center 
indicates  comprehensive  hearing  services. 

^^,^       \   ^"  t^™"^*  ^^"y  instance,  the  hearing  aid  specialist  at  this  facilitv 

ThS^ef^re^t'^his'ffc"!  t°  "'''  '  PhyBician  before  Conducting  an  Evaluations 
Tnorefore,  this  facility  is  not  included  in  percentages  or  totals. 
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In  West  Palm  Beach,  the  phone  book  listed  12  distinct  sellers 
with  a  street  address  within  city  limits.    Ten  teams  of  consumer 
testers  visited  each  seller.    One  sales  agency  had  personnel  that 
served  offices  in  two  communities.    Consumer  testers  scheduled  their 
appointments  at  the  most  convenient  location. 

The  23  facilities  In  these  two  cities  included  all  three  types  of 
hearing  aid  sales  agencies.    Consumer  testers  visited  17  retail  sites, 
five  hearing  centers,  and  one  physician's  office  which  sells  hearing 
aids.   Sellers  included  16  hearing  aid  specialists  and  seven 
audiologists. 

There  were  only  a  few  sites  where  teams  were  unable  to  make 
appointments. 


Florida  Department  of  Professional  Regulation, 
Board  of  Hearing  Aid  Specialists 

"484.0501    Minimal  procedures  and  equipment  •• 

(1)    The  following  minimal  procedures  shall  be  used  in  the  fitting  and  seiimg  of  hearing  aids: 

la)  Pure  tone  audiorrtetric  testing  by  air  and  bone  to  determine  the  type  of  and  degree 

of  hearing  deficiency... 

Ic)  Appropriate  testing  to  determine  speech  reception  thresholds,  speech  discrimination 

scores,  the  most  comfortable  listening  levels,  uncomfortable  loudness  levels,  and 
the  selection  of  the  best  fitting  arrangement  for  maximum  hearing  aid  benefit... 

(4)    ...If,  upon  inspection  of  the  ear  canal  with  an  otoscope. ..and  upon  interrogation  of  the  client 
there  is  any  recent  history  of  any  infection  or  any  observable  anomaly,  the  client  shall  be 
instructed  to  see  a  physician,  and  a  hearing  aid  shall  not  be  fitted... 

~2UJ.6.005  Disclosure  Required  When  a  Significant  Difference  Between  Air  and  Bone 
Conduction  Exists. 

Any  person  with  a  15  dB  (decibel)  difference  between  air  conduction  and  bone  conduction 
hearing. ..must  be  advised  of  the  possibility  of  medical  correction." 


Federal  Regulations 
21  CFR  801.420 

A  hearing  aid  dispenser  should  advise  a  prospective  hearing  aid  user  to  consult  promptly  with  a 
licensed  physician. ..before  dispensing  a  hearing  aid  if  the. ..user  has  any  of  the  following 
conditions:... 

(vi)     Audiometric  air-bone  gap  equal  to  or  greater  than  15  decibels  at  500  hertz  (Hz|,  TOGO  Hz, 
and  2,000  Hz. 

(viit     Visible  evidence  of  significant  cerurrten  (ear  wax)  accumulation  or  a  foreign  body  m  the  ear 
canal... 

Federal  law  restricts  the  sale  of  hearing  aids  to  those  individuals  who  have  obtained  a  medical 
evaluation  from  a  licensed  physician.    Federal  law  permits  a  fully  informed  adult  to  sign  a  waiver 
statement  declining  the  medical  evaluation  for  religious  or  persor^l  beliefs. ..The  exercise  of  such  a 
waiver  is  not  in  your  best  health  interest  and  its  use  is  strongly  discouraged,' 
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Findings 

Overall,  consumer  testers  reported  that  their  1 69  hearing 
evaluations   took  from  ten  to  105  minutes  to  complete.   The  average 
evaluation  took  49  minutes.  However,  almost  a  third  of  the  consumer 
testers  were  finished  In  less  than  30  minutes. 

The  evaluations  provided  to  consumer  testers  In  many  of  the  23 
facilities  exceeded  both  state  and  federal  standards.   However,  the 
principal  finding  of  this  research  was  hearing  evaluators  appeared  to 
ignore  legal  requirements  for  good  practice.   Half*  of  the  sales 
agencies  visited  failed  to  follow  the  state's  minimum  evaluation 
standards  when  recommending  an  aid.   What's  worse,  sellers 
prescribed  hearing  aids  for  41  percent  of  the  consumer  testers 
without  conducting  the  most  basic  tests  (air  and  bone,  see  below). 

In  addition,  hearing  professionals  appeared  to  ignore  federal 
regulations  requiring  consumers  to  be  examined  by  a  physician  first 
and  appeared  to  engage  in  false  and  deceptive  practices. 

Eval^igtipn  Stgnt^arOs  -  To  comply  with  Florida  regulations,  each 
hearing  evaluation  should  include  the  following  items: 

•  OtQSCOPic  Examination  (an  otoscope  is  a  lighted  device 
used  to  examine  the  ear  canal). 

•  Pur^-tong  Air  Test  (measures  the  subject's  reception  of 
air-conducted  sound). 

•  Purg-tpng  Bpng  Test  (measures  the  subject's  reception  of 
sound  vibrated  through  the  bones  of  the  head). 

•  Speech  Reception  Te.st  (measures  the  lowest  volume 
level  where  a  subject  can  distinguish  50  percent  of  two- 
syllable  words). 

•  Speech  Discriminatinn  Tpst  (measures  the  ability  to 
understand  one-syllable  words  presented  at  a 
comfortable  sound  level). 

•  Most  Comfortable  Lniiriness  Te.st  (measures  the  most 
comfortable  sound  level  for  a  subject). 

OtoscoDic  Examination  -  An  otoscope  Is  used  to  examine  each 
subject's  ear.   With  this  device  the  evaluator  can  determine  if  there  is 
any  blockage  (excessive  ear  wax,  for  example)  or  if  there  is  any 
evidence  of  possible  disease.    If  either  condition  exists,  the  evaluator 
should  refer  the  subject  to  a  physician. 

Some  of  the  consumer  testers  used  in  this  shopping 
investigation,  in  fact,  did  have  problems.    In  the  preparatory  hearing 
evaluation,  the  ITD  audiologist  found  two  consumer  testers  with 
excessive  ear  wax  and  two  with  symptoms  of  disease  (inflamed  or  red 
ear  canals  and  discolored  ear  wax).° 

These  conditions  went  unnoticed  by  nine  evaluators.   This 
occurred  because  sellers  never  examined  the  ears  of  these  prospective 
customers  with  an  otoscope. 

Audiometric  Examinations  -  For  the  remaining  tests  an  audiometer  is 
used.    This  is  an  electronic  device  producing  sounds  at  various 
frequencies  and  Intensity.    It's  also  used  to  play  back  lists  of  certain 
pre-recorded  words  at  various  volume  levels  for  patient  recognition. 
Subjects  listen  through  ear  phones  and  signal  their  recognition  of 
sounds  or  words. 


None  of  these  testers  purchased  an  aid.  Therefore,  it  is  possible  some 
evaluators  may   have  conducted  additional   tests   if   a   sale  had  been  consunmatad. 

Two  others  had  symptoms  of  middle  ear  problems.  This  was  revealed 
through  case  histories  and  abnormal  testa  of  the  middle  ear  function 
(tympanograms) . 
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Pure-tone  air  is  comparable  to  the  kind  of  screening  almost 
every  school  child  receives.   Pure-tone  bone  evaluations  are  similar. 
Both  are  critical  to  a  proper  hearing  evaluation  and  are  required  by 
both  federal  and  Florida  state  regulations.  These  tests  are  called  pure 
tone  audiometry. 


Without  conducting  pure-tone  bone  tests,  an  evaluator  cannot 
determine  where  the  hearing  loss  originates  (outer,  middle,  or  inner 
ear).   Problems  with  the  outer  and  middle  ear  are  generally  medically 
treatable.    Without  determining  where  the  loss  occurs,  a  treatable 
problem  may  remain  undetected.    Further,  recommending  a  hearing 
aid  for  a  patient  with  a  treatable  condition  could  actually  damage  their 
hearing. 


i 


The  recognition  of  an  organic  cause  for  hearing 
impairment  is  of  extreme  importance  to  the  health  and 
safety  of  the  hearing-impaired  patient. 

FDA  Commissioner 
(42  Fed  Reg  31.  (1977)) 


All  of  the  consumer  testers  for  whom  an  aid  was  recommended  did  receive  a 
pure-tone  air  test,  but  only  62  percent  of  the  consumer  testers  received  pure-tone 
bone  testing.    In  Tampa,  sellers  at  one  site  never  conducted  pure-tone  bone  tests 
on  any  consumer  tester.   They  did,  however,  recommend  aids  to  90  percent  of  the 
consumer  testers.  In  West  Palm  Beach  one  site  never  conducted  these  tests.    In 
other  sites  in  both  cities,  practitioners  conducted  pure-tone  bone  tests  erratically. 

Speech  reception,  speech  discrimination  and  most  comfortable  loudness, 
called  speech  audiometry,  are  less  important  than  pure  tone  audiometry  to  the 
patient's  health.   But  they  are  important  to  fitting  the  appropriate  aid. 


Table  9 


Percentage  Hearing  Tests  Provided  by  Site 
As  Reponed  by  Tampa  Consumer  Testers 


Site 

Otoscopic 
Exam 

Air 
Test 

Bone 
Test 

Speech 
Recep- 
tion 

Speech 

Discri- 
mination 

Most 

Comfortable 

Loudness 

1 

100 

100 

66 

50 

50 

50                  II 

2 

100 

100 

100 

83 

83 

83                   || 

3 

100 

100 

83 

0 

0 

0               II 

4 

66 

100 

100 

100 

83 

66                  || 

;  ^ 

100 

100 

0 

0 

0 

0               II 

6 

83 

83 

17 

17 

33 

17                   II 

7 

100 

100 

60 

60 

60 

40 

,     8 

100 

100 

80 

60 

60 

60 

9 

100 

66 

0 

66 

66 

20 

10 

100 

100 

100 

100 

100 

83 

11 

100 

100 

83 

100 

100 

83 

12 

100 

100 

80 

80 

40 

80 

185 


Table  10 


Percentage  Hearing 
As  Reported  by  West  Pa 

Tests  Provided  by  Site 

m  Beach  Consumer  Testers 

Site 

Otoscopic 
Exam 

Air 
Test 

Bone 
Test 

Speech 
Recep- 
tion 

Speech 
Discri- 
mination 

Most 

Comfortable 

Loudness 

- 

\^3__ 

1       100 

100 

67 

55 

78 

67 

14 

15 

100                 80            80 

60 

60 

60 

16 

100                100           75 

63 

50 

63                   1 

17 

1 00                1 00           70 

70 

70 

60 

18 

100                 90 

70 

80 

80 

70 

~ 

19 

1 00                1 00 

20 

40 

50 

50 

20 

100                 70            60 

70 

70 

80 

21 

100                 90            50 

30 

40 

50 

22 

1 00                1 00          1 00 

100 

100 

100 

23 

20                  80      1      0 

10 

30 

40 

24 

1 00                1 00           30 

30 

40 

-     i 

rable  1 1 


Compliance  with  Minimum  Standards 
Tampa 


i      Site 

Percentage  Consumer  Testers     Of  Those  Recommended  an 
Recommendeo  an  Aid                   Aid,  Percentage  Receiving 

Minimum  Tests 

i        ' 

66                                                       50 

1        2 

50                                                      100 

1         3 

33 

0 

4 

33 

100 

5 

0                             j                              NA 

3 

50                                                        0 

^ 

40 

50                            1 

8 

80 

75 

9 

33 

0 

10 

33 

50 

11 

50 

100 

12 

80 

50 

"Improvements  in  the  quality  of  hearing  aid  health 
care  services  depend  largely  on  hearing  aid  dispensers 
recognizing  their  obligation  to  achieve  greater 
competency  in  testing  hearing  in  order  properly  to 
select  and  fit  a  hearing  aid." 

FDA  Commissioner 
(42  Fed  Reg  31,  [1977]) 
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Table  12 


Compliance  with  Minimum  Stancjards 
West  Palm  Beach 


Site 

Percentage  Consumer  Testers 
RecommencJecJ  an  Aid 

Of  those  Recommended  an 
Aid,  Percentage  Receiving 
Minimum  Tests 

13 

57 

33 

14 

15 

60 

83                           1 

16 

50 

40                             1 

17                      1                            70 

67 

18                     i                          30 

100                            \ 

19                                               30 

33 

20 

50 

30 

21 

70 

50 

22 

70 

67 

23 

90 

0 

24 

80 

25 

In  Tampa,  apart  from  one  site  that  recommended  no  aids,  the  percentage  of 
consumer  testers  recommended  an  aid  ranged  from  33  percent  to  80  percent.    In 
West  Palm  Beach,  the  range  was  from  50  percent  to  90  percent. 

Facilities  --  Florida  regulations  and  good  practice  demana  that  bacKgrouna  noise 
(sound  pressure)  not  exceed  certain  levels  in  any  facility  used  for  audiometric 
testing.    That  is,  background  noise  must  be  limited.    Excessive  noise  can  skew 
audiometric  tests  thereby  leading  to  the  wrong  fining. 

In  1 1  sites,  26  consumer  testers  reported  their  evaluation  was  conducted  in 
what  they  described  as  a  "noisy  room."  To  be  sure  "noisy"  is  a  subjective  term, 
out  if  a  consumer  tester  is  distracted  by  extraneous  noise  curing  an  evaluation, 
something  is  wrong. 

Consumer  testers  reported  that  they  heard:  traffic  noise,  the  hum  of  an  air 
conditioner,  people  talking  in  the  next  room,  a  gardener  working  outside,  or  people 
walking  in  and  out  of  the  room.    Whether  the  room  was  noisy  or  quiet  could  vary 
by  the  time  of  day  (rush  hour  traffic,  for  example)  or  whether  or  not  the 
professional  chose  to  use  his/her  hearing  booth.    In  four  instances,  evaluators 
performed  audiometric  tests  in  the  same  room  as,  but  outside  a  hearing  booth. 
Consumer  testers  who  asked  were  told  a  sound  booth  was  unnecessary. 

Several  volunteers  reported  the  equipment  used  sometimes  appeared  to  vary 
with  the  professional's  perception  of  whether  or  not  the  consumer  tester  was 
really  interested  in  buying  an  aid. 

FDA's  Requirement  for  Medical  Examination  -  FDA  regulations  restrict  hearing  aid 
sales  to  individuals  who  have  first  obtained  a  medical  evaluation.    A  hearing  aid 
cannot  be  sold  unless  the  patient  presents  "a  written  statement  signed  by  a 
licensed  physician. ..[stating]  the  patient's  hearing  has  been  evaluated."    Fully 
informed  consumers  can  waive  this  right,  but  they  must  sign  a  waiver.    The  seller 
should  also  inform  "the  prospective  user  that  the  exercise  of  the  waiver  is  not  in 
the  interest  of  the  user's  health." 


A  medical  evaluation  Is  required  to  determine  if  the  hearing  loss  is  medically 
treatable.   Based  on  consumer  tester  reports,  it  appears  that  a  significant  number 
of  hearing  professionals  ignored  this  requirement.  . 
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None  of  the  consumer  testers  presented  a  statement  from  a  doctor  but  none 
of  them  actually  purchased  an  aid.  It  is  possible  consumer  testers  could  have  been 
asked  to  see  a  doctor  before  or  after  a  sale  was  completed.   However,  according 
to  consumer  testers,  most  sellers  were  anxious  to  place  an  order  that  day,  without 
incurring  any  delays  to  see  a  doctor  or  anything  else.' 

Overall,  only  19  percent  of  the  consumer  testers  reported  that  sellers 
advised  them  to  see  a  physician  before  they  purchase  an  aid.  In  Tampa  the 
percentage  was  17  percent  and  in  West  Palm  Beach  21  percent. ° 

Figure  20 


Percentage  of  Respondents  by 
Whetner  or  Not  They  were  Advised  to 
See  a  Physiaan  Before  Buying  an  Aid 


No  Response  (f) 


No  (85) 


This  is  strikingly  similar  to  what 
questionnaire  respondents  reported 
(see  Chapter  Two  for  details).  A 
majority  of  the  survey  respondents 
visited  their  doctor  before  buying  an 
aid.    However,  of  the  30  percent  who 
did  not  (N  =  257),  only  14  percent 
were  advised  that  it  was  in  their  best 
interest  to  see  a  physician  first  and 
only  1 7  percent  signed  the  waiver 
required  by  the  FDA. 


"He  definitely  recommended  hearing  aids,  two. 
They. ..(cost)  S650  for  one  or  two,  $1,200.    But  if  we 
didn't  (buyl  that  day,  the  price  would  be  $750  for 
one." 

Consumer  tester 


Unfair  and  Peceptive  Prgctlcijs  -  Apart  from  the  testing  and  equipment  standards, 
Florida's  regulations  also  prohibit  certain  acts  and  practices  which  are  considered 
unfair  and  deceptive. 
These  would  include: 


False  or  misleading  advertising 

False  or  misleading  representations 

Making  predictions  or  prognostications  about  the  future  course 

of  a  patient's  hearing  impairment 

Making  statements  that  a  hearing  aid  will  retard  the  progression 

of  a  hearing  impairment 

Making  any  statement  regarding  the  cure  of  the  cause  of  the 

hearing  impairment  by  using  an  aid 

Failing  to  post  a  copy  of  the  professional  license  and. 

Failing  to  post  a  sign  stating  that  itemized  prices  are  available 


FDA  Co«i»Bi»»ioner  Kessler  recently  stated  on  NBC's  "Dateline"  that, 
"Waivers  are  being  overused  and  misrepresented.  The  system's  not  working.  The 
systea  must  chance." 


parcentag*. 


Note,  site  number  14  was  not  included  in  the  calculation  of  this 
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Violations  can  lead  to  disciplinary  actions  against  the  seller. 

Consumer  testers  reported  a  number  of  Instances  that  appeared  to  be  unfair 
or  deceptive.  There  were  what  appeared  to  be  patterns  of  violations,  such  as  a 
failure  to  post  the  required  documents  or  false  pricing.    However,  most  of  what 
appeared  to  be  violations  were  a  series  of  isolated  incidents.   They  were 
nonetheless  troubling  because  of  the  implications  raised.  The  items  reported  by 
consumer  testers  Included  the  following: 


1) 


In  a  number  of  cases,  sellers  recommended  aids  for  consumer  testers 
who  were  clearly  not  candidates. 


2)  One  seller  made  claims  that  the  consumer  tester  would  be  able  to  hear 
all  the  high  tones  when  In  crowded  areas  with  a  particular  aid.  This 
aid  would  also  filter  out  other  noises. 

3)  One  stated  It  was  in  the  consumer  tester's  best  interest  nei  to  see  a 
physician  before  purchasing  a  hearing  aid. 

4)  One  stated  a  trial  period  was  unnecessary  since  that  particular  aid 
used  24K  gold  circuits  to  make  the  sound  most  natural. 

5)  One  stated  a  hearing  aid  would  "exercise  the  nerve  and  slow  down 
the  hearing  loss."    As  well,  this  aid  would  be  good  for  up  to  ten  years. 

6)  One  promised  the  "hearing  loss  would  slow  down  with  hearing 
aids. "This  seller  also  described  himself  as  a  "graduate  audiologist" 
without  posting  such  a  license. 

7)  One  stated  that  a  hearing  aid  was  needed  right  away  and  coupled  this 
with  a  refusal  to  provide  price  information  until  a  sale  was  completed. 

8)  One  stated  that  an  aid  is  needed  because  'your  right  ear  canal  is 
collapsing  and  [the  aid]  will  help  control  that.°' 

9)  In  one  instance  there  was  what  appears  to  be  false  pricing  in  an 
advertisement.  The  ad  stated  that  the  price  for  an  aid  was  reduced 
from  $495  to  $249.    However,  the  consumer  tester  was  told  the 
price  for  this  aid  was  always  $249. 

10)  One  seller  advertised  "free  hearing  evaluation"  but  charged  for  the 
test  when  the  consumer  tester  indicated  he  was  not  going  to  buy  an 
aid  that  day. 

11)  In  Tampa,  according  to  consumer  testers,  only  67  percent  of  the  sites 
had  an  occupational  license  posted.  In  West  Palm  Beach,  every  seller 
had  his/her  license  posted.  And, 

12)  In  Tampa,  according  to  consumer  testers,  75  percent  of  the  sellers 
had  a  sign  stating  itemized  prices  were  available.   In  West  Palm 
Beach,  only  67  percent  of  the  sellers  had  such  a  sign  posted. 


"I  guess  I've  never  given  hearing  aids  much  of  a 
thought  before.    But  after  this  (shopping  experience 
study],  it's  a  scary  thought  should  one  of  us  need 
one." 

Consumer  Tester 


Comments  of  Consumer  testers 

The  volunteer  testers  were  asked  to  summarize  their  thoughts  after 
completing  this  study.    Generally,  consumer  testers  believed  the  person  who 
evaluated  their  hearing  acted  as  if  he  or  she  knew  what  to  do.    Consumer  testers 
were  unsure  about  exactly  how  to  determine  the  quality  of  the  evaluation  and  the 
value  of  the  hearing  aids  sold. 


♦  A  hearing  aid  would  limit  the  collapaa  of  an  ear  canal.  Howev.r,  a  S600 
to  SI, 000  aid  i»  not  naeded  to  correct  a  collapsed  ear  canal.  There  are  other 
reniedias  that   are   far   lea*  costly. 
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In  both  Tampa  and  West  Palm  Beach,  consumer  testers  generally  agreed 
they  would  likely  visit  a  particular  site  in  that  city  if  they  needed  an  aid.    They 
chose  this  particular  site  because  of  what  appeared  to  be  the  thoroughness  of  the 
evaluation  and  the  professionalism  of  the  staff.    Consumer  testers  also  commented 
on  the  "understanding"  of  the  staff  at  this  site. 

In  both  Instances,  the  sites  selected  were  hearing  centers  staffed  by 
audiologists. 

When  asked  what  recommendations  they  would  give  to  first-time  buyers 
they  answered: 

•  Buyer  Beware! 

•  Shop  aroundl 

Conclusion 

Based  on  leners  from  AARP  members  (see  Chapter  Two),  it  appears  that 
many  long-time  users  are  not  satisfied  with  their  hearing  aids.    On  the  other  hand, 
they  appear  to  be  very  satisfied  with  the  persons  selling  them  the  product.    Is  this 
higher  satisfaction  level  justified,  however? 

While  the  results  are  anecdotal  in  nature,  the  shopping  experience  study 
outlined  in  this  chapter  raises  questions  about  widespread  satisfaction  with  sellers. 

To  be  sure,  many  of  the  hearing  evaluations  consumer  testers  received  at 
the  23  sales  agencies  visited  were  professional  and  thorough.    However,  the 
quality  of  these  exams  and  the  conclusions  drawn  from  them  varied  extensively. 

—    -Overall,  evaluators  recommended  to  57  percent  of  the  consumer  testers  that 
they  needed  a  hearing  aid.    However,  the  differences  between  sellers  with  the 
same  pool  of  consumer  testers  was  startling.    In  one  Tampa  site,  33  percent  of  the 
consumer  testers  received  a  recommendation  that  they  needed  an  aid.    In  another 
site,  80  percent  were  recommended  an  aid.    In  West  Palm  Beach,  the  range  went 
from  50  percent  of  all  sellers  to  90  percent.    By  contrast,  the  ITD  audiologist 
would  have  recommended  an  aid  for  45  percent  of  the  consumer  testers. 

Obviously,  practitioners  will  disagree,  but  when  the  range  of 
recommendations  between  sellers  is  40  to  50  percentage  points,  there  are  serious 
questions  about  current  standards  of  practice. 

What's  worse,  half  of  the  consumer  testers  who  received  a  recommendation 
for  an  aid,  never  were  given  one  or  more  of  the  minimum  tests  required  by 
Florida's  state  regulations  and  41  percent  of  those  recommended  to  purchase  an 
aid  never  received  a  pure  tone  bone  test,  one  of  the  most  basic  tests  in  any 
hearing  evaluation. 

As  a  group,  audiologists  had  a  higher  compliance  rating  with  Florida's 
minimum  standards  than  did  hearing  aid  specialists. 

Many  consumer  testers  complained  of  being  tested  in  "noisy  rooms," 
contrary  to  state  requirements.    Others  highlighted  what  appeared  to  be  unfair  and 
deceptive  practices.   Finally,   only  19  percent  of  the  sellers  referred  consumer 
testers  to  a  physician. 

Beyond  the  question  of  satisfaction,  this  shopper  experience  study  found 
that  consumer  protection  regulations  are  no  guarantee  that  the  hearing  evaluation  a 
consumer  receives  is  complete  or  accurate.   Florida  has  one  of  the  better  licensing 
laws  in  the  country  with  specific  standards  of  practice.    Apparently,  however,  their 
enforcement  activities  are  limited  to  complaints. 

When  It  comes  to  buying  a  medical  device  like  a  hearing  aid,  however,  older 
consumers  usually  don't  know  what  appropriate  testing  standards  should  be.    It's 
often  a  question  of  not  even  knowing  what  you  don't  know. 

After  reviewing  this  shopping  experience  study,  it  is  unfair  to  say  sellers  are 
only  pushing  a  product  but  it  is  fair  to  warn  consumers  that  in  many  ways,  they 
have  been  and  continue  to  be  on  their  own  in  shopping  for  hearing  aids. 


74-593  0-94-7 
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Comments  Lawrence  Posen.  president.  Be/tone  Electronics  Corporation. 

"The  shopper  study... provides  very  useful  consumer  information 
and  clearly  indicates  the  need  for  further  standardization  of 
fitting  practices...  Additionally,  it  clearly  indicates  a  need  for 
states  to  talte  a  more  proactive  stance... 

Your  report  mentions  that  sellers  recommend  aids  for  testers 
who  were  not  candidates.    Your  report  should  also 

mention. ..aids  were  not  recommended  for  testers  who  could 

have  possibly  benefitted  from  their  use.  " 

E.  Renee  Alsobrook,  chief.  Bureau  of  Investigative  and 
Consumer  Services,  Florida  Department  of  Business  and 
Professional  Regulation. 

"The  draft  provides  significant  Justification  for  proactive 
regulation... I  would  look  forward  to  presenting  the  report  to 
the  Florida  Legislature...  " 


Conclusion,  Recommendations,  and  Shopping  Tips 


Hearing  aids  are  an  important  consumer  issue  of  special  significance  to  older 
consumers.   Hearing  loss  affects  more  than  23  million  people,  most  of  whom  are 
over  60  years  of  age.   The  cost  of  an  aid  on  average  is  more  than  $600.    It  also 
appears  that  about  half  of  all  users  wear  two  aids.    Altogether,  hearing  aid  sales 
top  more  than  a  billion  dollars  a  year. 

While  the  same  kinds  of  chips  may  be  used  in  manufacturing  a  hearing  aid 
as  in  consumer  electronics,  buying  an  aid  Is  not  like  purchasing  a  color  television,  a 
VCR,  or  stereo.   The  buyer's  hearing  must  be  carefully  evaluated  and  the  hearing 
aid  fitting  should  try  to  match  the  patient's  hearing  loss.    By  the  nature  of  the 
purchase,  the  buyer  must  rely  upon  the  seller  for  advice  and  expertise. 

The  number  and  complexity  of  hearing  instruments,  the  various  occupations 
evaluating  hearing,  the  lack  of  consumer  knowledge  about  hearing  aids,  particularly 
for  first-time  buyers,  and  the  absence  of  proactive  governmental  oversight  creates 
a  milieu  for  consumer  problems. 

This  study  was  designed  to  ask  basic  consumer  questions  about  hearing 
aids.   T>ie  questions  were  about  price,  product,  satisfaction,  sales,  and  users.   We 
wanted  to  capture  a  snapshot  of  the  marketplace  from  the  perspective  of  users 
and  buyers.   What  we  learned  is  that  there  are  problems  in  the  marketplace.   This 
report  identifies  some  of  them.    Prominent  among  them  are: 

•  A  need  for  continuing  federal  reoulatorv  activity.    For  almost 
ten  years,  there  have  been  few  regulatory  actions  taken  by 
federal  agencies.   For  example,  background  noise  is  a  problem 
for  users  and  no  product  on  the  market  can  solve  the  problem. 
Yet  advertising  promising  to  eliminate  background  noise  has 
been  airing  on  television  for  years.    However,  it  took  the  head 
of  the  FDA  to  say:  'enough."  We  applaud  the  recent  attention 
paid  by  the  FDA,  but  recommend  the  agency  establish 
procedures  to  regularly  monitor  the  market  and  enforce  their 
regulations  on  an  ongoing  basis.   The  FDA  may  not  have  an 
activist  commissioner  in  the  future.   Similarly,  the  FTC  must 
take  a  more  aggressive  stand. 

•  A  need  for  state  hearing  aid  specialist  and  audiolooist  licensino 
boards  to  be  proactive  in  enforcing  standards  of  practice. 
Clearly  this  repon  is  limited  in  scope  to  a  small  shopping 
experience  study  in  only  two  cities.  .  However,  when 
recommendations  to  purchase  a  hearing  aid  range  from  30 
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percent  to  80  percent  with  the  same  pool  of  testers  there  is  a 
problem.  Similarly,  lough  regulations  are  great  on  the  books, 
but  if  they're  not  enforced,  they're  meaningless.    In  our  study, 
sellers  recommended  aids  to  41  percent  of  the  testers  without 
conducting  the  most  basic  of  hearing  tests,  the  pure  tone  test. 
Yet  many  states,  including  Florida,  where  this  shopping  test 
took  place,  require  such  tests  before  a  practitioner  can  sell  an 
aid.    Consumers  don't  know  what  it  is  they  don't  know  about 
hearing  aids.    Buying  an  aid  is  a  new  experience  to  an  older  and 
often  more  trusting  consumer.    Placing  the  major  burden  solely 
on  the  shopper  clearly  invites  abuses. 

Effective  oversight  cannot  eliminate  consumer  problems,  but  it  can 
improve  the  current  condition.    Specific  recommendations  are  that: 

•  States  should  enact  licensing  laws  with  minimum  standards  of 
practice  (particularly  for  hearing  evaluations),  raise  competency 
standards  for  licensees  testing  and  fitting  aids,  establish  a  30  or 
60-day  return  policy  in  those  states  that  have  not  enacted  such 
a  law,  and  a  careful  listing  of  unfair  and  deceptive  acts  and 
practices  for  this  market. 

•  Consumer  groups,  in  communication  with  industry 
representatives  and  organizations  that  represent  practitioners, 
should  develop  a  model  state  statute  for  licensing  hearing  aid 
sellers  in  all  states.    Such  a  model  could  be  used  In 
policymaking. 

•  Federal  and  state  regulators  must  become  proactive  in  policing 
the  marketplace  to  insure  competency,  integrity,  fairness,  and 
accuracy.    Relying  merely  on  complaint  activity  from  a 
population  that  is  reluctant  to  complain  and  uneducated  in  the 
testing  for  and  purchase  of  these  devices  is  a  form  of  tunnel 
vision.    Regulators  should  also  take  an  active  role  in  both 
educating  consumers  on  how  to  make  complaints  and  in 
facilitating  complaint  making  through  toll-free  telephone 
numbers  and  other  mechanisms. 

•  The  FDA  should  continue  in  its  course  of  requiring  clinical  data 
to  substantiate  manufacturers'  claims.    Hearing  technology  has 
changed  dramatically  since  1977,  when  the  FDA  first  had 
jurisdiction  over  this  product.    New  products  should  not 
continue  to  be  grandfathered  as  "substantially  equivalent"  to 
those  on  the  market  in  the  70s.    The  FDA  should  initiate 
random  audits  to  insure  there  is  compliance  with  its  regulations 
about  being  examined  by  a  physician  before  purchasing  a 
hearing  aid. 

•  Aging  organizations  should  initiate  an  educational  campaign, 
working  with  the  industry  and  practitioners,  to  promote  the  use 
of  hearing  technology.   The  campaign  should  consist  of 
information  about  products  and  about  the  hearing  evaluation 
process  and  best  practices  for  fitting  and  selling  hearing  aids. 

•  Both  manufacturers  and  sellers  should  develop  standards  of 
ethics  for  advertising  hearing  aids.   An  advisory  group  of  users, 
practitioners  and  industry  representatives  could  help  evaluate 
hearing  aid  ads. 

When  shopping  for  a  hearing  aid,  AARP  recommends  consumers  become 
careful  shoppers.    Shopping  tips  which  should  assist  buyers  include  the  following: 

1)        Be  an  educated  consumer.   Go  to  the  library  and  learn  about 

hearing  aids  and  hearing  evaluations  prior  to  purchasing.   There 
are  a  number  of  excellent  books  written  for  first-time  buyers.' 
Learn  about  service  providers  and  the  range  of  services  and 
products  they  offer.   Check  your  telephone's  Yellow  Pages  for 
practitioners  in  your  area. 


'   ConBumara  can  also  write  AARP  for  a  fr««  copy  of  an  award  winning 
guide  to  hearing  aids. 

Write:   Product  Report:   Hearing  Aide  (D13766) 
AARP  (i:E04Se) 
PO  Box  22796 
Long  Beach,  CA  90801-S796 

(Allow  four  to  aix  weeks  for  delivery.) 


J 
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2)  If  you're  a  first-time  buyer,  be  sure  to  visit  a  physician, 
preferably  a  specialist  in  treating  hearing  impairments,  for  a 
medical  examination  before  buying  an  aid. 

3)  Try  to  have  your  hearing  evaluated  by  a  certified  audiologist. 
Audiologists  generally  are  the  most  knowledgeable  of  the 
practitioners  that  evaluate  and  fit  hearing  aids.    They  also 
conduct  the  most  thorough  evaluations. 

4)  Be  on  your  guard.   There  are  practitioners  in  all  occupations 
who  are  more  interested  in  a  sale  than  your  welfare. 

5)  Secure  a  written  quotation  for  the  hearing  test,  hearing  aid  ana 
all  other  associated  costs.   Costs  do  vary  but  shouldn't  be  the 
only  consideration  in  buying  an  aid. 

61         Secure  a  copy  of  your  audiogram  in  addition  to  any  other 

hearing  test  results.    If  you  don't  understand  test  results,  ask 
more  questions. 

7)  Be  skeptical  about  any  claims  made  for  the  product  and  any 
high  pressure  tactics. 

8)  Demand  a  30  to  60-day  trial  period  to  test  the  aid  in  your 
hearing  environment.   The  cost  to  you  if  you  return  the  aid, 
should  be  minimal.   Be  sure  to  ask  how  the  trial  period  works. 

9)  Practice  with  the  aid  during  your  trial  period  and  attend  all 
scheduled  follow-up  sessions. 

10)  Accept  the  fact  that  even  the  best  aid,  fitted  by  the  most 
competent  individual  may  need  to  be  remade  or  adjusted.    It  is 
also  the  consumer's  responsibility  to  work  with  the  seller. 

1 1 1      If  you're  not  satisfied,  return  the  aid  within  the  trial  period. 

12)      If  necessary,  file  a  complaint  with  the  state  licensing  board, 

your  attorney  general,  and  the  Federal  Trade  Commission  or  the 
Food  and  Drug  Administration. 
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Appendix 

AARP  Bullentin 
September  1991 

Write  and  tell  us 
your  experiences 

Do  you  own  a  hearing  aid?  If  you  ao. 
the  Association  wants  to  hear  from  you. 
AARP  is  studying  consumers'  use  of 
hearing  aids  and  would  like  to  include 
information  about  users'  experiences 
In  a  report.   Please  write  and  tell  us: 

■  the  brand  name  of  your  aid  and 
the  date  of  purchase; 

■  price  paid  for  one  or  two  aids; 

■  whether  you  use  your  aid  all,  most, 
some  of  the  time  or  never; 

■  where  you  bought  your  aid-at 
home,  or  from  a  dispenser's  office  or 
a  medical  office;  and  what  has  oeen 
your  expenence  with  the  aid? 

Send  your  letter,  including  your  name, 
address  and  telephone  number,  to:  Hear- 
ing Aids,  AARP  Consumer  Affairs,  601 
E  St.  N.W.,  Washington,  D.C.  20049. 
AARP  will  contact  some  respondents 
for  further  Information. 
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Identification  Number 
(Place  I.D.  #  Label  Here) 


INSTRUCTIONS 


PLEASE  ANSWER  THE  FOLLOWING  QUESTIONS  ABOUT  YOURSELF.  ALL 
INFORMATION  ON  THIS  SURVEY  WILL  REMAIN  STRICTLY  CONFIDENTIAL. 


What  was  your  age  on  your  most  recent  birthday? 


2. 


What  Is  your  marital  status?  (Check  one) 


(a) 

Married 

(b) 

Single 

(c) 

Widowed 

(d) 

Divorced 

3.            Please  check  the  box  that  includes  your  annual  household  income. 

By  household  income  we  mean  your  income,  the  income  of  your  spouse 

and  any  other  income  from  which  you  benefit  directly.  (Check  one) 

(a) 

Less  than  $  8,000 

(b) 

$  8,000  to  less  than  $12,000 

(0) 

$12,000  to  less  than  $16,000 

(d) 

$16,000  to  less  than  $20,000 

(e) 

$20,000  to  less  than  $24,000 

(f) 

$24,000  to  less  than  $28,000 

(g) 

$28,000  to  less  than  $32,000 

(h) 

$32,000  to  less  than  336,000 

(i) 

$36,000  and  above 

3 

4. 


(a) 
(b) 

(c) 
(d) 


Which  race  do  you  consider  yourself  to  be?  (Check  one) 

African  American  (Black) 

Caucasian  (White) 

Asian 

Other 


6.            Which  is  the  highest  level  of  education  you  have  completed? 

(Check  one) 

(a) 

Grade  school  or  less 

(b) 

Some  high  school 

(c) 

High  school  graduate 

(d) 

Some  college 

(e) 

College  graduate 

(0 

Graduate  or  professional  degree 

6 
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7.  Which  style  of  hearing  aid  do  you  have?  (Check  one) 


IP 


Canal  Aid 


In-the-Ear  Aid 


C. 


Behind-the-Ear  Aid 


Other 


INSTRUCTIONS 


WE  WOULD  LIKE  TO  LEARN  ABOUT  YOUR  MOST  RECENT  HEARING  AID 
PURCHASE  EXPERIENCE.   PLEASE  ANSWER  THE  FOLLOWING  QUESTIONS 
ABOUT  THE  LAST  HEARING  AID  YOU  PURCHASED,  EVEN  IF  YOU  ARE  NOT 
USING  IT. 


8.  How  much  does  your  hearing  problem  WITHOUT  YOUR 

HEARING  AID  Stand  In  the  way  of  your  doing  the  things  you  want  to  do? 


(Check  one) 

(a) 
(b) 
(c) 
(d) 

Does  not  interfere  at  all 

Some 

A  great  deal 

Don't  know 

9.  How  much  does  your  hearing  problem  WITH  YOUR  HEARING  AID 

stand  in  the  way  of  your  doing  the  things  you  want  to  do?  (Check  one) 

(a)  Does  not  interfere  at  all 

(b)  Some 

(c)  A  great  deal 

(d)  Don't  know  9 


10.  Are  you  satisfied  or  dissatisfied  with  your  hearing  aid? 

(Check  one) 

(a)        Satisfied  with  the  hearing  aid 

(b)        Dissatisfied  with  the  hearing  aid 

(c)  Neither  satisfied  nor  dissatisfied 


22 


11.  Thinl(  about  the  experience  you  had  being  tested  for  and  receiving 

your  hearing  aid.  How  would  you  rate  your  feelings  about  the  Individual 
who  worked  with  you?  (Check  one) 


(a) 
(b) 
(c) 


Satisfied  with  the  individual 
Dissatisfied  with  the  individual 
Neither  satisfied  nor  dissatisfied 


14 


12.  Think  about  the  service  you  have  received  from  the  individual  or 

agency  after  you  received  the  hearing  aid.  How  do  you  rate  your 
experiences?  (Check  one) 

(a)        Satisfied  with  the  service 

(b)        Dissatisfied  with  the  service 

(c)  Neither  satisfied  nor  dissatisfied  23 
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13.  n  you  needed  a  new  hearing  aid  today,  would  you  purchase 

the  new  hearing  aid  from  the  same  individual  (or  at  the  same  place) 
where  you  purchased  the  last  one?  (Check  one) 


(a) 
(b) 


Yes 
No 


24 


14.  Think  about  the  total  amount  that  you  paid  for  testing,  earmolds, 

service,  warranty  and  the  hearing  aids.  Did  you  feel  that  the  total  amount 
that  you  paid  to  obtain  the  hearing  aid  was:    (Check  one) 


(a)        About  right 

(b)        Too  much 

(c)       Did  not  have  to  pay  for  the  hearing  aid 


17 


15. 


What  brand  (manufacturer)  is  your  hearing  aid? 


10 


16. 


Who  suggested  that  you  obtain  a  hearing  aid?  (Check  only  one) 


(a)  No  one,  it  was  my  idea 

(b)  My  spouse 

(c)  A  relative  other  than  my  spouse 

(d)  A  friend 

(e)  A  physician 

(0  The  person  I  purchased  the  hearing  aid  from 


16 


17.  From  whom  (what  professional  person)  did  you  purchase  your 

hearing  aid?  (Check  one) 

(a)       A  hearing  aid  dealer,  hearing  aid  dispenser,  licensed  or 

certified  hearing  instrument  technician 

(b)       An  audiologist  (A  person  with  a  Master's  degree  or 

doctoral  degree  certified  or  licensed  as  an  audiologist) 

(c)       A  physician  (a  medical  doctor) 

(d)       Other 

(e)        Don't  know 

12 


18.  Why  did  you  go  to  the  particular  person  or  agency  where  you 

purchased  your  hearing  aid?  (Check  one) 


(a)       Someone  recommended  it  to  me 

(b)       I  responded  to  an  advertisement 

(c)       I  was  familiar  with  the  brand  of  hearing  aid  they  sold 

(d)       The  person  or  agency  contacted  me 

(e)       The  agency  (or  office)  was  located  conveniently  to  me 

(f)  Other 


11 


19.  Where  did  you  purchase  your  hearing  aid?  (Check  one  response 

that  best  matches  where  you  made  your  purchase.) 


(a) 
(b) 
(c) 
(d) 

(e) 


(g) 

(h) 
(1) 
(I) 


A  physician's  office,  medical  clinic,  or  hospital 

A  place  whose  only  business  is  the  sale  of  hearing  aids 

A  drugstore  or  pharmacy 

A  department  store  such  as  Sears,  Montgomery  Ward 

or  J.C.  Penney 

A  place  that  sells  both  eyeglasses  and  hearing  aids,  but 

is  not  part  of  another  store 

A  place  that  provides  other  types  of  hearing  testing  and 

rehabilitation  services  in  addition  to  the  sale  of  hearing 

aids 

In  my  home  (the  person  who  sold  me  the  hearing  aid 

came  to  the  place  where  I  live) 

From  a  mail  order  company 

Other 

Don't  know  13 
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20.  How  did  you  pay  for  your  hearing  aid?  (Please  check  one  response 

that  best  matches  your  experience.) 

(a)        I  paid  the  entire  cost  of  the  hearing  aid  myself 

(b)       I  purchased  the  hearing  aid  "on  time"  -  financed  the 

purchase  of  the  hearing  aid  (credit  card,  financed  by 
dispensing  agency,  borrowed  money  from  a  lending 
institution) 

(c)        I  paid  for  part  of  the  cost  of  the  hearing  aid  myself  and 

received  financial  assistance  from  an  individual 

(d)       The  hearing  aid  was  paid  for  or  provided  by  an  individual 

at  no  cost  to  me 

(e)        I  paid  for  part  of  the  cost  of  the  hearing  aid  myself  and 

received  financial  assistance  from  an  agency 

(f)        The  hearing  aid  was  paid  for  or  provided  by  an  agency 

at  no  cost  to  me 

(g)       Other 

18 


21.  Which  of  the  following  descriptions  best  match  your  purchase 

experience  (Check  only  one). 

(a)       I  was  given  a  minimum  of  a  30  day  money  back 

guarantee.  I  could  return  the  hearing  aid  at  any  time 
during  the  trial  period  and  receive  all  of  my  money  back. 

(b)       I  was  offered  the  opportunity  to  rent  the  hearing  aid  for  a 

minimum  of  a  30  day  period.  If  I  decided  to  keep  the 

hearing  aid,  the  rental  price  of  S applied  to  the 

purchase  price. 

(c)       I  was  given  a  minimum  of  a  30  day  trial  period.  If  I 

returned  the  hearing  aid  during  the  trial  period  I  would  be 
charged  a  fee  of  $ . 

(d)       Other 

(e)        Don't  know  20 


22.  How  much  did  you  pay  for  your  hearing  aid  and  the  services? 

Complete  Part  A  or  Part  B. 

A. The  bill  was  not  Itemized,  I  paid  one  amount  for  everything. 

$ Total  amount  I  paid. 

Was  this  amount  for     1     or    2     hearing  aids?  (Circle  one) 
- OR    - 

B. Please  show  the  amounts  you  paid  for  each  service  or 

product  which  were  paid  for  at  different  times  or  Itemized 
separately  on  your  bill.  (Leave  the  item  blank  if  you  did  not 
pay  for  the  Item  or  if  it  was  not  itemized  on  your  bill.) 

Hearing  test 

Hearing  aid  evaluation 

Hearing  aid  (price  for  one  hearing  aid  even 

if  you  bought  two) 

Earmold  (price  for  one  earmold  even  if  you 

bought  two) 

Insurance 

Extended  service  plan  for years. 

(Extended  warranty) 

Post-fitting  visits  (Follow-up  visits)  25 


(1) 

$ 

(2) 

s 

(3) 

$ 

(4) 

$ 

(5) 

$ 

(6) 

$ 

(7) 

$ 
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23A.       Did  you  see  a  physician  for  an  ear  examination  before  you  went  to 
the  person  who  sold  you  the  hearing  aid?  (Check  one) 

(a)        Yes. 

STOP,  you  have  finished  this  question, 

GO  TO  QUESTION  24. 

(b)       Yes,  I  purchased  the  hearing  aid  at  the  physician's 

office. 

STOP,  you  have  finished  this  question, 

GO  TO  QUESTION  24. 

(c)         No.   GO  TO  QUESTION  23B.  15A 


23B.       Did  the  person  who  sold  you  the  hearing  aid  advise  you  that  it  is  in 
your  best  Interest  to  see  a  physician  before  purchasing  a  hearing  aid? 
(Check  one) 

(a)  Yes.   GO  TO  QUESTION  23C. 

(b)  No.   GO  TO  QUESTION  23D.  15B 


23C. 

Did  you  see  a  physician  as  a  result  of  this  advice?  (Check  one) 

(a) 

Yes. 

STOP,  you  have  finished  this  question. 

GO  TO  QUESTION  24. 

(b) 

No.   GO  TO  QUESTION  23D.                                                              15C 

230.        Did  you  sign  a  waiver  stating  that  you  had  been  advised  to  see  a 
physician  before  purchasing  a  hearing  aid,  but  you  had  decided  not  to  do 

so?  (Check  one) 

(a) 

Yes. 

GO  TO  QUESTION  24. 

(b) 

No. 

GO  TO  QUESTION  24. 

15D 

24.  Did  your  hearing  aid  have  a  warranty  period?  (Check  one) 

(a)  Yes 

(b)  No 

(c)  Don't  know  21 


25.  Were  you  charged  a  "service  fee"  for  any  repairs  or  changes  on 

your  hearing  aid  during  the  warranty  period?  (Check  one) 

(a)       Yes 

(b)        No 

(c)        Don't  know  19 
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beginning,  a 
hearing  loss  is 
almost 

unnoticed  and 
slowly  worsens 
over  time. 


Introduction 

For  many  older  people, 
this  story  is  familiar.  At 
least  eight  million  adults 
over  age  65  live  with  an 
untreated  hearing  loss.  It's 
often  part  of  aging.  In  fact, 
it's  the  third  most 
prevalent  chronic  condition 
for  older  Americans. 

In  the  beginning,  a 
hearing  loss  is  almost 
unnoticed  and  slowly 
worsens  over  time  It's  not 
life-threatening,  but  it  can 
isolate  an  individual  and 
limit  his/her  ability  to 
function. 

Fortunately,  for  most 
people,  there's  an  answer. 
On  December  14.  1987,  Dr. 
Koop    went    to    another 


reception.  This  time,  he 
says,  "1  could  stand 
upright,  talk  to  people, 
hear  them,  and  make 
appropriate  responses.  The 
only  difference  was,  [that 
morningi  I  got  my  hearing 
aids. " 

This  AARP  product 
report  is  about  hearing 
aids,  also  called  hearing 
instruments  (there  are 
other  devices  that  can 
assist  the  hearing 
impaired  that  are  not 
included  in  this  booklet).  It 
provides  information  on 
the  steps  to  take  when 
buying  a  hearing  aid,  as 
well  as  product  and  price 
information. 


AARP  encourages  the 
appropriate  use  of  these 
instruments  to  treat 
hearing  loss.  However,  it 
cautions  consumers  that 
buying  a  hearing  aid  is  not 
like  being  fitted  with 
glasses.  Even  with  the  best 
testing  and  fitting,  a 
hearing  aid  will  not 
amplify  every  note  at  the 
symphony.  Worse,  if  you're 
not  careful,  an  aggressive 
dispenser,  using  hard-sell 
tactics  (some  salesmanship 
is  always  involved),  could 
persuade  you  to  buy  the 
wrong  instrument  or 
instruments. 


What  Is  a  Hearing  Aid? 


You  can  still  see  them  in  the 
reruns  of  silent  movies:  mech- 
anical hearing  aids  or  ear 
trumpets  with  long  horns  rais- 
ed to  the  ear.  With  microchips, 
today's  hearing  aids  are  mini- 
aturized to  fit  either  behind  or 
in  the  ear 


A  modern  hearing  aid  is  an 
electronic  device  that  picks  up 
sound  waves  with  a  tiny  micro- 
phone, changes  weaker  sounds 
into  louder  sounds  (amplifies) 
and  conveys  them  to  the  ear 
through  a  tiny  speaker  A  bat- 
tery   powers    the    electronic 


circuitry. 

Although  body  aids  (hearing 
aids  the  size  of  a  pack  of  cig- 
arettes) and  eyeglass  models 
are  still  made,  almost  all  in- 
struments sold  today  are  be- 
hind the  ear  (BTE),  in  the  ear 
(ITE),  or  in  the  ear  canal  (ITC). 


Hearing  Loss 

Disorders  in  any  part  of  the 
ear,  auditory  nerve,  or  brain 
can  cause  hearing  loss.  They  in- 
clude ear  wax  build-up,  a  hole 
in  the  eardrum,  or  a  side  effect 
of  diabetes  or  another  treatable 
disorder  Only  five  to  ten  per- 
cent of  adult  hearing  problems 
are  medically  or  surgically 
treatable. 

Among  older  people,  hearing 
loss  is  most  commonly  attri- 
buted to  what's  called  pres- 
bycusis (Greek  meaning  old 
man,  hearing)  or  the  gradual 
decline  of  hearing.  Only  one 
percent  of  those  under  17  have 
any  hearing  loss,  but  almost  40 


p)ercent  of  those  over  75  do.  It's 
also  called  a  sensorineiu^ 
disorder  or  simply  referred  to  as 
"nerve  damage"  or  "nerve  deaf- 
ness" by  some.  There  are  also 
conductive  (where  sound  is  not 
fully  conducted  to  the  middle 
ear)  and  combination  (conduc- 
tive and  sensorineural)  losses, 
but  these  aren't  as  common. 

Hearing  impairment  is  mea- 
sured by  the  amount  or  level  of 
loss  in  what  are  called  decibels 
(dB)  hearing  level  (HL).  Deci- 
bels are  like  degrees  on  a  ther- 
mometer As  temperature  in- 
creases, so  do  the  number  of 
degrees  As  the  volimie  of  sound 


increases,  so  do  the  number  of 
decibels  Normal  conversation 
is  usually  between  45-55  dB.  A 
baby  crying  hovers  around  60 
dB  and  downtown  traffic  can 
blister  the  ear  at  90  dB. 

If  you  can  hear  sounds  be- 
tween 0  and  25  dB  HL  most  of 
the  time,  your  hearing  is  nor- 
mal or  near  normal  and  you 
probably  don't  need  a  hearing 
aid,  although  it  may  enhance 
your  abilities  in  some  situa- 
tions. If  you  can  only  hear 
sounds  above  25  dB  HL,  your 
hearing  loss  may  be  mild,  mod- 
erate, severe,  or  profound  (see 
below).    Hearing    aids    are 
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Anatomy  of  The  Human  Ear 


I    Concha 


Auditory 
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Membrane 
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Tube 


designed,  in  part,  to  compen- 
sate for  the  level  of  losa 

However,  hearing  isn't  just  a 
question  of  volume  lb  the  hear- 
ing impaired,  sounds  can  also 
seem  distorted.  A  frequent  com- 
ment from  older  people  with  a 
hearing  loss  is  "I  can  hear  you, 
but  I  can't  understand  you." 

This  happens  because  hear- 
ing losses  are  usually  greater 
in  the  higher  frequencies  (the 


pitch)  for  many  older  people 
That  is,  traffic  noise  (low  fre- 
quency 250  Hz')  remains  as 
clear  as  it  has  always  been,  but 
a  flute's  high  notes  (9,000  Hz) 
can  barely  be  heard. 

Some  consonants,  like  s,  t,  f 
and  th  are  only  heard  at  4,000 
Hz.  If  you  have  a  loss  at  3,000 
Hz  and  above,  you  can  hear 
words  but  often  can't  distin- 
guish between  them.  This  is 


called  speech  discrimination. 
Merely  raising  the  volume 
won't  necessarily  help  you 
distinguish  "kit"  from  "fit"  or 
"cat"  from  "sat."  Tb  compen- 
sate, you  need  a  hearing  aid  to 
amplify  higher  frequencies,  not 
all  of  them. 


Level  of  '  "<^« 

25  to 


Need  foi  Hearino  AM 


'The  frequency  of  sound  is  measured  in  Hertz  or  Hz. 
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The  hearing 
health  care 
specialist  can 


important  than 
the  hearing  aid 
itself. 


How  to  Find  a  Hearing  Health 
Care  Specialist 


As  with  many  first-time  con- 
sumer purchases,  you're  at  a 
disadvantage  in  shopping  for  a 
hearing  aid.  You're  buying  an 
expensive  piece  of  electronic 
equipment  and  you're  also 
selecting  a  hearing  health  care 
specialist.  This  person  uses 
complex  equipment  to  test  your 
hearing,  evaluates  your  need 
for  an  aid,  trains  you  to  use  it, 
and  provides  service  during  the 
months  ahead.  This  specialist 
can  be  more  important  than  the 
hearing  aid  itself,  but  con- 
sumer protections  are  generally 
weak. 

Before  "your  fingers  do  the 
walking",  common  sense  dic- 
tates and  federal  regulations 
strongly  advise  that  you  visit 
your  doctor  first.  Sometimes, 
hearing  loss  is  only  a  symptom 
of  a  treatable  problem  such  as 
diabetes  and  a  hearing  aid  can 
aggravate  or  mask  these  medi- 
cal problems  To  bypass  this 
step,  which  some  recommend,  is 
a  bad  idea.  It  is  best  to  ignore 
any  advice  which  suggests  that 
a  medical  evaluation  is  not 
necessary. 

In  almost  all  cases, 
medical/surgical  treatment 
won't  help  and  you  will  need  to 
begin  your  search  for  a  spe- 
cialist. Your  doctor  may  refer 
you,  or  friends  and  neighbors 
may  suggest  a  specialist.  Ex- 
perience  is   an   excellent    in- 


dicator of  quality  service. 
However,  it's  still  a  good  idea  to 
shop  around;  testing  procedures 
and  prices  vary  considerably. 

Hearing  specialists  can  be 
found  in  the  Yellow  F^ges  un- 
der "hearing  aids"  and 
"audiologists".  Large  retail 
chains  like  Sears  and  Mont- 
gomery Ward  also  have  hearing 
specialists  in  some  stores.  In 
most  cities  a  variety  of  profes- 
sionals can  be  found,  although 
your  choices  may  be  limited  in 
rural  areas 

As  you  page  through  the  di- 


rectory, be  wary  of  any  claims 
in  the  ads— there  are  no  miracle 
cures  Also,  be  aware  that  hear- 
ing tests  aren't  really  "free." 
Their  cost  is  either  included  in 
the  price  of  any  hearing  aid  you 
buy  (if  you  don't  buy  a  hearing 
aid,  you  shouldn't  be  charged), 
or  separately  billed. 

No  matter  where  you  live, 
your  decision  will  be  a  tradeoff 
between  price  and  value.  As 
you  phone  around,  AARP  sug- 
gests you  learn  as  much  as  you 
can  and  refer  to  the  checklist  of 
questions  on  the  next  page. 


According  to  the  federal 
Food  and  Drug  Admini- 
stration (FDA),  the  foUow- 
ing   conditions    must   be 
met    by    all    dispensers' 
before  selling  a  hearing 
aid. 
•  Dispensers  must  obtain 
a    written    statement 
from  the  patient  signed 
by  a  licensed  physician 
stating    that    the    pa- 
tient's hearing  has  been 
medically  evaluated  and 
that  the  patient  is  con- 
sidered a  candidate  for  a 
hearing  aid.  This  medi- 
cal   evaluation    must 
have  taken  place  within 
six  months  of  the  date  of 
sale. 


A  patient  can  waive  a 
medical  examination, 
but  dispensers  must  ad- 
vise the  patient  that 
waiving  it  is  not  in  the 
patient's  best  health 
interest. 

Dispensers  must  avoid 
encouraging  the  patient 
to  waive  the  medical 
evaluation  requirement. 
Dispensers  must  obtain 
the  patient's  signature 
on  a  waiver. 
Dispensers  must  advise 
patients  who  appear  to 
have  a  hearing  condi- 
tion to  consult  promptly 
with  a  physician. 


Background 


One:  Which  kind  of  hearing 
health  care  specialist  do  you 
need? 

There  are  three  kinds  of  hear- 
ing specialists:  otolaryngolo- 
gists/otologists,  audiologists, 
and  hearing  aid  dealers  (also 
called  hearing  instrument  spe- 
cialists). While  not  every 
otolaryngologist  and  audio- 
logist  tests  and  sells  hearing 


aids  many  do. 

An  otolaryngologist  (ear,  nose 
and  throat  specialist)  or  oto- 
logist (e£u-  specialist)  is  a  physi- 
cian who  provides  medical/sur- 
gical treatment  for  heai-ing 
disorders.  These  physicians 
don't  normally  dispense  hear- 
ing aids  but  about  70  percent 
of  them  have  audiologists  on 
staff    to    test    hearing    and 


dispense  hearing  aids 

More  commonly,  audiologists 
and  hearing  aid  dealers  eval- 
uate hearing  and  dispense 
hearing  aids  Audiologists  have 
a  graduate  degree  in  the  mea- 
surement and  treatment  of 
hearing  impairment.  They  are 
licensed  in  38  states  and  many 
are  certified  by  the  American 
Speech    Language    Hearing 


*The  term  "hearing  aid  dispenser"  refers  to  anyone  selling  aids,  whether  a  hearing  aid  dealer,  audiologist.  or 
otolaryngologist  (see  below  for  a  more  detailed  description). 
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Association  (certified  audio- 
logists  are  designated  by  the 
letters  CCCA). 

Hearing  instrument  spe 
cialists  Eire  licensed  in  46  states 
and  the  District  of  Columbia 
(Colorado,  Massachusetts,  Min 
nesota  and  New  York  do  not 
currently  license  dealers)  to  test 
hearing  and  sell  hearing  aids, 
accessories,  and  batteries. 
While  these  specialists  have 
less  formal  education,  many 
have  considerable  experience. 
Dealers  probably  test  and  fit 
over  half  of  all  hearing  aids  sold 
nationwide.  In  many  areas, 
dealers  are  the  only  hearing 
specialists  available. 

In  most  states,  there  are  no 
formal  educational  require- 
ments, but  all  states  licensing 
dealers  require  that  applicants 
pass  an  exam  (with  the  excep- 
tion of  Alaska).  Some  dealers 
are  certified  by  the  National 
Board  for  Certification  of  Hear- 
ing Instrument  Sciences  (cer- 
tified dealers  are  designated  by 
the  letters  BC  HIS).  Also  be 
aware  that  some  dealers  have 
inaccurately  called  themselves 
"certified  hearing  aid  audio- 
logists." 

Two:  Is  the  hearing  health 
care  specialist/dispenser  repu- 
table? 

Most  specialists  are  in  busi- 
ness for  themselves,  although 
there  are  hearing  and  audio- 
logical  clinics  affiliated  with 
universities  and  hospitals 
(clinics,  while  not  always 
convenient,  can  often  provide 
the  best  value  for  your  money). 
Many  times,  the  specialist  who 
tests  your  hearing  also  dis- 
penses hearing  aids.  This  de- 
livery system  does  work,  but 
there's  always  the  chance  that 
a  dispenser  is  pushing  a  certain 
brand  only  to  increase  his/her 
income  or  win  additional  points 
toward  a  trip  to  Europe  (memu- 
facturers  in  this  industry,  like 
others,  offer  incentives  to  in- 
crease sales). 

Over  the  years,  there  have 
been  a  number  of  reported 
abuses  in  hearing  aid  sales.  For 
example,  the  Attorney  General 
of  Vermont  recently  reported 
consumer  problems  with  the 


Hearing  Health  Care 
Specialist  Checklist 

.   Which  kind  of  hearing  health  care  specialist  do  you 
need? 

•  Is  the  specialist/dispenser  reputable? 

•  What's  included  in  a  hearing  examination? 

•  How  much  does  the  testing  cost  and  can  you  get  the 
results? 

•  Is  a  trial  period  included? 

•  Are  any  follow-up  visits  included? 

•  What  about  service? 


prescription  of  unnecessary 
hearing  aids,  with  dispenser 
competency,  and  with  deceptive 
advertising  (Vermont  did  not 
license  dispensers  until  1989). 

One  way  to  help  protect  your- 
self is  to  call  your  local  Better 
Business  Bureau  (BBB),  con- 
sumer protection  agency,  at- 
torney general,  or  the  board 
which  licenses  dealers,  audio 
legists,  or  doctors  in  your  state 
capital.  Find  out  if  there  are 
any  complaints  on  file  or  a 
record  of  actions  taken.  If 
there's  a  pattern  of  complaints, 
it's  best  not  to  walk  in  the  door 

Another  precaution  is  to  find 
out  how  long  the  dispenser  has 
been  in  business.  You  want  so- 
meone who's  got  a  proven  track 
record  and  who  will  be  around 
for  service  over  the  long  haul. 

You  can  also  help  yourself 
and  other  consumers  by  filing 
a  complaint  if  you  encounter 
problems  with  a  dispenser  You 
can  complain  to  the  Federal 
Trade  Commission,  Food  and 
Drug  Administration,  your  at- 
torney general  or  consumer 
protection  agency,  the  state 
licensing  board,  or  the  Better 
Business  Bureau. 

Three:  What's  included  in  a 
hearing  examination? 

There's  no  single  test  for 
hearing;  rather  there's  a  bat- 
tery of  tests  which  measure  the 
extent  of  hearing  loss  and  the 
ability  to  understand  speech. 
There  are  professional  disagree- 
ments about  testing.  For  this 
guide,  we  list  the  procedures 
used  by  the  hearing  clinic  at 
Gallaudet  University  (the  na- 


tion's university  for  students 
with  hearing  impairment)  and 
the  Department  of  Veterans  Af 
fairs  (VA). 

The  testing  available  in  your 
area  may  not  be  as  comprehen- 
sive. We  offer  the  list  below  as 
a  yardstick  of  what  you  should 
look  for  Onerally  speaking, 
thorough  testing  leads  to  better 
fitting  and  audiologists  often 
provide  a  more  complete  exam 
-more  of  these  professionals 
use  equipment  such  as  real  ear 
measurement,  for  example. 

Hearing  examinations  should 
include  most  of  the  following: 

•  a  "case  history"  of  every 
client; 

•  audiometric  tests  in- 
cluding pure  tone  air  and 
bone  conduction,  speech 
reception  and  speech  dis- 
crimination, most  comfor- 
table level,  and  the  thres- 
hold of  discomfort  (an 
audiometer  with  ear 
phones  is  used); 

•  imittance  (or  impedance) 
testing  with  reflex  decay  to 
evaluate  outer,  middle,  and 
inner  ear  functions; 

•  sound  field  testing  using 
loud  speakers  rather  than 
ear  phones; 

•  evaluations  with  product 
samples  or  master  hearing 
aids  to  try  out  different 
brands  and  models;  and 

•  Probe  Microphone  Real 
Ear  Measurement,  where  a 
miniature  microphone  is 
placed  in  the  ear  canal. 

Hearing  tests  should  be  con- 
ducted in  a  near-sound  proof 
room,  not  in  your  home,  a  drug 
store,  a  church  basement,  or 


There's  no 
single  test  for 
hearing;  rather 
there's  a  battery 
of  tests  which 
measure  the 
extent  of 
hearing  loss  and 
the  ability  to 
understand 
speech. 
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A  hearing  aids 
picks  up  sound 
waves,  changes 
weaker  sounds 
into  louder 
sounds  and 
conveys  them 
to  the  ear. 
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A  hearing  loss  for  the  typical  sixty-year  old  begins  at  1000  Hz  (the  sound  of  the 
letter  "a"  as  in  the  word  cat).  The  sloping  line  on  this  audiogram  indicates  the 
hearing  loss  for  the  average  60-69  year-old.  Notice  that  sounds  like  "s"  as  in  sit 
and  "f  as  in  fish  are  not  heard  at  all. 


'Chart  Courtesy  of  Mary  Ann  Kinsella  Meier,  Gallaudet  University.) 
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even  a  hotel/motel.  There  are 
exceptions  to  this  rule— bed- 
ridden patients  for  example— 
but  existing  background  noise 
can  conflict  with  good  testing 
procedures  Also,  the  specialist 
should  almost  always  be  posi- 
tioned in  such  a  way  that  you 
cannot  see  his  lips  or  observe 
any  motion  to  ensure  a  valid 
test. 

Four:  How  much  does  the 
testing  cost,  and  can  I  get  the 
results? 

A  complete  work-up  doesn't 
come  cheap.  Gallaudet.  which 
receives  federal  funds,  charges 
$105  for  its  testing  and  hearing 
aid  evaluation  (April  1989)  but 
other  clinics  and  audiologists  in 
private  practice  may  charge  as 
much  as  $200  for  the  same 
tests.  Unlike  Gallaudet,  many 
audiologists  and  most  dealers 
include  testing  in  the  price  of 
the  aid  purchased. 

Be  sure  to  ask  if  there's  a 
separate  charge.  When  testing 
fees  are  paid  separately,  a  hear- 
ing aid  should  cost  less.  Con- 
versely, it  should  cost  more  if 
testing  fees  are  included  in  the 
retail  price. 

Your  test  results,  including 
speech  discrimination  results, 
are  recorded  on  what's  called 
an  audiogram,  which  is  also 
used  in  recommending  an  aid. 
Make  sure  it's  fully  explained 
to  you. 

Be  sure  to  ask  in  advance  if 
you  can  have  a  copy  of  your 
audiogram.  Not  every  specialist 
provides  copies,  but  it's  impor- 
tant in  understanding  your  own 
hearing  loss  and  for  securing  a 
second  opinion.  If  you  pay  sep- 
arately for  a  hearing  exam,  you 
should  have  no  trouble  securing 
an  audiogram.  If  testing  is  part 
of  the  retail  price,  it  may  be 
more  difTicult  to  secure,  but 
don't  give  up. 


Five:  Is  a  trial  period 
included? 

In  this  expensive  purchase, 
your  most  potent  protection  is 
a  trial  period.  Don't  go  to  any 
dispenser  who  doesn't  offer  in 
writing  a  30-day  trial— or  bet- 
ter yet,  if  you  can  find  one— a 
60-day  trial  period. 

In  fact,  hearing  aid  manufac- 
turers, hearing  specialists,  and 
consumer  groups  all  recom- 
mend—and state  laws  in  Alas- 
ka, Colorado,  Connecticut,  the 
District  of  Columbia,  Kentucky, 
Maine,  Oregon,  Vermont,  Ten- 
nessee, Tfexas,  Washington,  and 
West  Virginia  require— that 
consumers  be  given  at  least  a 
30-day  trial  period  (45  days  in 
Vermont)  with  only  a  small  ser- 
vice fee  (varying  from  five  to  20 
percent  of  the  purchase  price)  in 
case  of  a  return. 

Returning  an  aid  doesn't 
mean  giving  up.  It  means 
modifications  are  needed  or 
that  a  particular  aid  didn't 
work  for  you.  Many  users  suc- 
ceed only  after  modifying  or 
trying  a  different  hearing  in- 
strument. For  example,  one  of 
the  largest  purchasers,  the  VA, 
requires  modifications,  many  of 
which  are  minor,  on  50  percent 
of  the  hearing  aids  they  fit. 

The  trial  period  should  be 
fully  explained  to  you  before- 
hand, including  the  amount  of 
service  charges  owed  in  case  of 
a  return.  Ask  before  you  visit. 
If  the  service  fee  is  excessive, 
take  your  business  elsewhere. 
The  Attorney  General  of  Ver- 
mont is  currently  suing  a 
dispenser  there  for  charging 
more  than  state  law  permits. 
Manufacturers  routinely  make 
modifications  and  permit  hear- 
ing aid  returns  within  60  to  90 
days  at  no  charge  to  the 
dispenser 

Also,  be  sure  you're  counting 
the  right  30  or  60  days  (calen- 
dar or  working  days)  and  be 
wary  of  delays  for  repairs  or  ad- 
justments. Will  a  dispenser's 
minor  adjustments  eat  up  any 
of  your  trial  period,  for 
example? 


Six:  Are  any  foUow-up  visits 
included? 

While  some  people  can  sim 
ply  put  on  a  hearing  aid  and 
walk  out  the  door,  almost  all 
new  users  require  training  and 
help  with  adjustments.  Some 
dispensers  charge  extra  for  this 
Others  include  one  or  more  re- 
turn visits  in  the  purchase 
price 

You  should  also  ask  if  the 
dispenser  offers  what's  called 
aural  rehabilitation  or,  if  the 
answer  is  no,  where  it  might  be 
available  and  how  much  it 
costs.  Aural  rehabilitation  is  ex- 
tremely helpful  and  can  include 
special  sessions  to  train  users 
and  their  spouses  to  listen  in  a 
new  way  using  visual  clues 
such  as  lip  movements,  facial 
expressions,  and  others.  It's 
estimated  that  as  much  as  40 
percent  of  hearing  is  visual  and 
the  most  difficult  consonants  to 
hear  are  frequently  the  easiest 
to  lip-read. 

Seven:  What  about  serrice? 

According  to  the  VA,  hearing 
aids  should  last  at  least  four 
years,  although  changes  in  your 
hearing  may  require  you  to  buy 
a  new  one  before  that.  Many 
hearing  aids  last  much  longer 
if  properly  cleaned  and  main- 
tained. But  repairs  and  ad- 
justments are  needed  from  time 
to  time— a  hearing  aid  is  a  deli- 
cate instrument  subject  to  con- 
stant use.  Volume  controls,  for 
example,  do  break  down. 

Dispensers  will  make  adjust- 
ments and  minor  repairs.  But 
for  major  repairs,  hearing  aids 
are  usually  returned  to  the  fac- 
tory, whether  or  not  they're 
under  warranty.  Consumers 
need  to  know  what  the  turn- 
around time  is  Also,  does  the 
dispenser  offer  leaner  aides  to 
tide  you  over? 


There  are  three 

kinds  of  hearing 

specialists: 

otolaryngoio- 

gists/otologists, 

audiologists, 

and  hearing  aid 

dealers  (also 

called  hearing 

instrument 
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What  Kind  of  Aid? 


You  may  find 
the  same 
hearing  aid 
costs  S300  less 
just  across 


With  an  audiogram  in  band, 
your  next  question  is,  what 
kind  of  aid?  Here  the  spe- 
cialist's opinion  is  very  impor- 
tant. He/she  should  have  the 
skills  and  training  to  prescribe 
an  aid  that  matches  your  losa 
But  remember,  an  informed 
consumer  should  be  part  of  the 
entire  process.  Don't  hesitate  to 
ask  questions  and  express  your 
concerns,  lb  assist  you,  we've 
included  a  checklist  (page  9)  of 
questions  to  ask  and  examples 
of  different  hearing  aids. 

AARP  advises  you  seek  a  sec- 
ond opinion  about  any  recom- 
mended aid  from  a  different 
dispenser^fitting  is  mitre  an  art 
than  a  science.  In  some  in- 
stances you'll  be  able  to  secure 
a  second  opinion  based  on  your 
audiogram.  In  other  instances 
a  second  dispenser  will  retest 
you.  But  remember,  you 
shouldn't  pay  for  testing  more 
than  once  Compare  price  and 
value 

Manufacturers  don't  set  retail 
prices  (dispensers  do)  and  you 
may  find  the  same  hearing  aid 
costs  $300  less  just  across  town. 
But  cost  shouldn't  be  your  only 
consideration.  As  in  all  pur- 
chases, there  are  trade-offs,  but 
the  price  you  pay  is  always 
important. 

If  the  second  dispenser  recom- 
mends a  different  model,  sam- 
ple the  two  hearing  aids  your- 
self, if  you  can— master  hearing 
aids  and  sample  instruments 
facilitate  this  It's  likely  that 
any  instrument  will  increase 
your  hearing  to  some  degree, 
but  which  one  works  best  for 
you?  Only  you  can  answer  that 
question. 

Background 

One:  Which  brand  and 
model  should  you  consider? 
Brand  names— There  are 
some  40  manufacturers  (some 
dispensers  even  assemble  hear 
ing  Eiids  in  their  offices),  but  the 
top  ten  companies  account  for 
the  overwhelming  majority  of 
all  hearing  aids  sold.  Most 
hearing  aids  use  similar  elec- 


tronic parts.  The  differences 
between  brands  are  in  their  cir- 
cuitry, workmanship,  special 
features  and  policies  regarding 
warranties  and  services 

With  some  products,  the  elec- 
tronic circuitry  for  each  model 
is  fixed.  With  others,  the  body 
of  the  hearing  aid  doesn't 
change,  but  the  dispenser  or  the 
manufacturer  installs  circuitry 
to  match  your  audiogram  or  the 
results  of  special  testing. 

Most  of  the  larger  manufac- 
turers make  BTE,  ITE,  and  ITC 
hearing  aids,  although  some 
only  make  custom  hearing  aids 
(ITEs  and  ITCs).  Most  dispen- 
sers offer  a  number  of  different 
brands,  but  there  are  excep- 
tions For  example,  Beltone,  and 
Miracle  Ear  (Dahlberg,  Ina) 
hearing  aids  are  only  available 
from  authorized  dispensers. 
Sears,  too,  only  dispenses  an  aid 
carrying  its  label,  but  Dahlberg 
is  the  manufacturer. 

Later  in  this  guide,  you  will 
find  examples  of  hearing  aids 
manufactured  by  different 
companies 

Models— Over  98  percent  of 
the  hearing  aids  sold  today  are 
BTEs,  ITEs  or  ITCa  Choosing 
a  model  which  meets  your 
needs  depends  upon  a  variety  of 
factors  such  as  size,  power,  ease 
of  use,  and  cosmetic  appeal. 

BTE  hearing  aids  are  two- 
inch-long  crescent-shaped  de- 
vices that  hook  over  your  ear.  A 


small  tube  connects  the  hear- 
ing instrument  with  a  custom 
ear  mold.  It  comes  equipped 
with  an  adjustable  volume  con- 
trol, usually  a  ridged  knob  in 
the  center  of  the  crescent.  The 
battery  slips  into  a  compart- 
ment at  the  bottom  of  the  aid. 
The  BTE's  larger  size  permits 
the  use  of  larger  components 
that  enable  it  to  provide  more 
power  and  features 


IT^s  are  one-piece  in- 
struments, custom-fitted  to  the 
contours  of  your  ear.  No  tubes 
or  cords  are  needed  because  the 
miniature  speaker  is  already  in 
the  ear. 

The  volume  control  is  the 
raised  wheel.  A  battery  is 
usually  fitted  into  a  swing-out 
shelf.  Both  the  volume  control 
and  the  battery  compartment 
are,  by  comparison,  much 
smaller  than  a  BTE. 

The  smaller  size  limits  its 
output  somewhat,  but  more  sig- 
nificantly, it  can  create  dif- 
ficulties for  some  users  inser- 
ting or  removing  the  instru- 
ment, changing  the  tiny  bat- 
teries or  adjusting  the  volume 
control.  There  are  modifications 
such  as  fingernail  notches  or 
handles  for  inserting  and  re- 
moving the  instrument,  a 
raised  volume  knob,  or  a  mag- 
netized rod  to  help  slip  the  bat- 
tery into  place.  Tfest  these  fea- 
tures yourself  to  make  sure  you 
can  use  the  smaller  instru- 
ment. 
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rrCs,  or  canal  hearing  aids, 
are  even  smaller  These  instru- 
ments are  made  to  fit  in  your 
ear  canal  and  are  barely  visi- 
ble—former President  Reagan 
wesirs  an  ITC.  However,  the 
smaller  size  further  limits 
these  hearing  aids.  The  ITC  is 
cosmetically  appealing,  but 
make  sure  you  can  manipulate 
it  and  that  it  meets  your  needs 
before  you  buy. 

While  all  hearing  aids  have 
breakdowns,  ITEs  and  ITCs 
seem  to  require  more  repairs 
because  of  their  size.  Malfunc- 
tions occur  in  two  particular 
areas,  volume  controls  and  wax 
blockage.  Because  they're  con- 
stantly adjusted,  volume  con- 
trols in  all  hearing  aids  are 
vulnerable,  but  custom  hearing 
aids  seem  to  have  more  prob- 
lems than  BTEs 

The  major  weakness  of  these 
hearing  aids,  however,  is  the 
potential  for  ear  wax  damage. 
Remember,  a  custom  aid  sits  in 
your  ear  canal  for  up  to  12 
hours  a  day.  Proper  main- 
tenance is  one  answer  Another 
may  be  the  new  wax  traps  or 
special  techniques  offered  by  a 
number  of  manufacturers. 

Two:  H'hich  hearing  aid  irorks 
best  with  your  hearing  loss? 

Of  the  three,  BTEs  are  the 
most  versatile.  They  can  be 
used  with  mild  and  moderate 
hearing  losses,  and  for  the 
severely  impaired,  it's  the  aid  of 


choice.  ITEs  are  prescribed  for 
the  same  kind  of  losses  but  are 
somewhat  more  limited  be- 
cause of  size.  ITCs,  on  the  other 
hand,  usually  work  with  only 
mild  or  moderate  losses 

There  are  other  factors,  how- 
ever. Our  outer  ears  are  de- 
signed to  focus  and  direct  sound 
to  the  inner  ear  Canal  and  ITE 
hearing  aids  take  advantage  of 
this  natural  focusing  ability. 
This  can  compensate  for  part  of 
their  size  limitations 

In  addition,  some  canal  aids 
are  made  with  flexible  plastic 
(soft  shells).  Manufacturers 
claim  these  products  can  be  in- 
serted closer  to  the  ear  drum 
than  hard  shell  products  By 
bringing  the  hearing  aid  closer 
to  the  ear  drum,  less  power  is 
needed  for  the  same  volume,  ac- 
cording to  these  manufacturers. 

Three;  niiat  special  features 
are  available? 

There  are  a  variety  of  special 
features  that  enhance  an  aid's 
performance  or  tailor  it  for  cer- 
tain needs.  Generally,  the 
larger  size  of  BTEs  enables 
manufacturers  to  offer  more 
features  ITEs  are  somewhat 
more  limited  and  ITCs  offer 
very  few. 

Some  of  these  features 
include: 

•  automatic  gain  control 
and  gain  control  to  reduce 
amplification  in  noisy 
surroundings; 

•  automatic  signal  pro- 
cessing and  noise 
blockers,  feedback  con- 
trols and  user  operated 
noise  suppression 
switches  to  block  or  filter 
background  noises  and 
feedback  (high  pitched 
squealing  sounds)  and 
enhance  other  sounds; 

•  push-pull  circuitry  to 
provide  more  power  in  cer- 
tain circumstances; 

•  telecoil  circuitry  (T- 
switch)  or  direct  audio 
input  (DAD  to  directly  or 
indirectly  connect  a  tele- 
phone, TV,  radio,  stereo,  or 
special  listening  system  to 
the  aid;  and 


•  tone  controls  for  high  and 
low  tones  (usually  adjusted 
by  the  dispenser) 
Some  hearing  aids  are  pro- 
grammable (PHOX  for  exam- 
ple), meaning  they're  custom 
programmed  to  reduce  certain 
noises  and  strengthen  others. 
3M's  MemoryMate  is  pro- 
grammed with  up  to  eight  dif 
ferent  memories  and  the  Widex 
Quattro  with  four  memories  to 
match  different  hearing  sit 
uations— eg.  noisy  rooms  with 
background  noises,  quiet  listen- 
ing. The  user  adjusts  both  the 
volume  and  the  memory  to 
match  the  listening  environ- 
ment. 

These  features  also  increase 
costs.  For  example,  automatic 
signal  processing,  when  avail- 
able, costs  approximately  $100 
more  and  the  3M  aid  carries  a 
suggested  retail  price  of  $1500. 
Ttelecoil  circuitry,  which  is 
highly  recommended,  may  cost 
$50  more  when  available  (canal 
hearing  aids  do  not  currently 
offer  telecoil  circuitry). 

Another  feature  used  with 
many  hearing  aids  are  "vents". 
These  are  tiny  holes  in  the  aid 
which  equalize  pressure— so 
you  don't  feel  like  you're  listen- 
ing in  a  barrel.  They  also  have 
the  effect  of  reducing  certain 
sounds.  A  larger  vent  hole,  for 
example,  can  reduce  unwanted 
lower  frequencies 

Some  of  these  features  are 
already  built  into  the  aid. 
Others  are  added.  Be  sure  to 
discuss  special  features  with 
your  specialist.  You  may  be  able 
to  sample  an  instrument  that 
includes  one  or  more  of  these 
features  during  your  eval 
uation. 

Four:  WTiirA  batteries  are  used 
and  how  much  do  theg  cost? 

Further  reductions  in  hear- 
ing aid  size  and  improvements 
in  sound  reproduction  are  cur 
rently  limited  by  battery  tech- 
nology, even  though  tremen 
dous  improvements  have  been 
made  during  the  last  decade. 
There  are  four  different  sizes 
of  batteries  for  custom  and  BTE 
hearing  aids  (#  lOA/230,  312, 


Choosing  a 
model  which 
meets  your 
needs  depends 
upon  a  variety 
of  factors. 
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In  almost  every 
instance,  the 
cost  of  a 
hearing  aid 
must  be  borne 
solely  by  the 
buyer. 


Hearing  Instrument 
Checklist 


Which  brand  and  model  should  you  consider? 

Which  aid  works  best  with  your  hearing  loss? 

What  special  features  are  available? 

Which  batteries  are  used  and  how  much  do  they  cost? 

What's  the  frequency  response  of  the  aid? 

What  kind  of  warranty  is  offered? 

How  much  does  it  cost? 


13  and  675).  There  are  also  two 
different  kinds  of  batteries,  zinc 
air  and  mercury. 

While  initially  more  expen- 
sive, zinc  air  batteries  last 
longer  and  are  actually  cheaper 
if  you  can  use  them.  Mercury 
batteries,  on  the  other  hand, 
provide  more  power  and  are  un 
affected  by  humidity.  Three 
four-packs  or  12  zinc  air  bat- 
teries cost  about  $12.  Three 
four-packs  of  mercury  batteries 
sell  for  around  $10.  By  shopp- 
ing around,  you  can  find 
cheaper  rates  or  join  a  battery 
club. 

Be  sure  to  ask  your  dispenser 
how  to  dispose  rfyour  used  bat- 
teries properly. 

Five:  What's  the  frequency 
response  of  the  hearing  aid? 

Advertisements  for  the  best 
stereos  hype  the  fact  that  they 
have  a  frequency  response  of  0 
to  20,000  Hz,  meaning  they  can 
reproduce  any  sound  audible  to 
the  human  ear.  Hearing  aids, 
on  the  other  hand,  are  limited 
to  a  range  of  200  to  6.000  Hz, 
although  a  few  claim  to  go  as 
high  as  10,000  Hz.  The  limita- 
tions are  technical  in  nature. 
For  the  listener,  the  limited  fre- 
quency response  means  the 
timbre  or  quality  of  sound  is 
reduced. 


Generally,  you  want  a  fre- 
quency response  that  compen- 
sates for  the  hearing  loss  in- 
dicated in  your  audiogram. 
With  most  users,  the  dispenser 
will  recommend  an  aid  that 
matches  your  loss,  but  you  may 
want  to  sample  different  hear- 
ing aids  in  your  evaluation. 

Six:  What  kind  of  warranty  is 
offered? 

Almost  all  hearing  aids  carry 
a  one-  or  two-year  warranty  for 
defects  in  materials  and  work- 
manship. Most  warranties  don't 
cover  earmolds,  cords  or  tubing, 
or  damage  caused  by  improper 
care  or  an  accident  (dogs  and 
cats  seem  to  love  to  chew  ITEs, 
ITCs,  and  the  ear  molds  for 
BTEs).  Read  over  the  warranty 
and  make  sure  you  understand 
It.  For  example:  What  parts  and 
repair  are  included?  What  will 
you  have  to  do  to  get  repairs 
under  the  warranty?  And, 
What  other  conditions  or  limi- 
tations are  placed  on  the 
warranty? 

In  addition,  manufacturers 
and  dispensers  offer  loss  and 
damage  protection  or  insurance 
for  added  coverage.  This  costs 
approximately  $75-100  per  year 
and  covers  a  newly  purchased 
instrument   for   at   least   two 


years.  Under  this  coverage,  your 
aid  will  be  replaced  if  lost  or 
damaged.  Repairs  or  replace- 
ment are  usually  good  for  one 
time  only.  Read  the  policy 
thoroughly  before  you  buy. 
Some  manufacturers  include 
loss  and  damage  coverage  in 
the  price  of  the  hearing  aid. 

Seven:  How  much  does  it  cost? 

In  almost  every  instance,  the 
cost  of  a  hearing  aid  must  be 
borne  solely  by  the  buyer 
Neither  Medicare  nor  most  in- 
surance policies  pay  for  hearing 
aids  or  examinations  Only 
Medicaid  in  about  half  of  the 
states  and  the  VA,  when  the 
hearing  loss  is  service-related, 
will  pay  for  hearing  instru- 
ments. 

The  most  expensive  models 
are  the  micro-miniature  canal 
aids.  Their  average  1988  price 
was  a  little  over  $700  (including 
testing  and  fitting),  although 
they  can  cost  as  much  as  $1200. 
BTEs  and  ITEs  averaged  about 
$550  (including  testing  and  fit- 
ting). Remember  though,  spe- 
cial features  can  add  to  this  cost 
and  shopping  around  could  save 
you  several  hundred  dollars 
(dispensers  in  the  District  of 
Columbia  and  Vermont  are  re- 
quired to  post  pricing 
information). 

The  wholesale  to  retail  mark- 
up can  be  as  much  as  three  to 
four  hundred  percent  (the 
manufacturers'  mark-up  can 
also  be  very  high).  Dispensers 
argue  this  mark-up  is  not  ex- 
cessive. They're  simply  passing 
on  costs  for  rent,  utilities, 
advertising  and  service  to  the 
consumer  both  before  and  after 
the  purchase.  Consumer  ad- 
vocates, on  the  other  hand, 
argue  hearing  aid  prices  are 
"excessively  high." 
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Samples  of  Brand  Name  Hearing  Aids 


Literally  hundreds  of  dif- 
ferent hearing  aids  are  offered 
to  the  public  with  new  models 
coming  on  the  market  every 
year  For  space  considerations, 
we  couldn't  include  all  hearing 
instruments  in  this  guide. 


Below  you  will  find  three 
charts  listing  BTE,  ITE,  and 
ITC  hearing  aids.  Fifteen  dif- 
ferent brand  name  instruments 
are  included.  These  listings  are 
designed  to  provide  you  with 
the  names  and  specifications  of 


products  in  the  marketplace. 
They  don't  indicate  an  endorse- 
ment or  recommendation  by 
AARP.  They  are  included  for 
your  information  only. 


BTE  Hearing  Aitfs 

dnmt  am)  Modal     Hearing  Ranqe        f=r«quency' 


Fegiures' 


Range  ol  CmI 


Literally 
hundreds  of 
different  liearing 
aids  are  offered 
to  the  public, 
with  new 
models  coming 
on  the  market 
every  year. 


'Frequencies  amplified  by  aid. 

•Features  may  be  standard  or  optional  depending  upon  the  brand  and  model   selected. 
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tTE  Hearing  Aids 

BramI  and  Model     Hearing  Range        Frequency 

Response 


Featores' 


RMflttlCod 


:i)latdA  Theynr 


•Features  may  be  standard  or  optional  depending  upon  the  make  and  model  selected. 
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ITC  Hearing  Aids 

Brand  and  Model     Hearing  flange        Frequency 

Response 


Aivosv  CCA*  ■     mlfd-to 


Features*  Ran^e  ol  Cost 

%>i>U"i  Willi  clr  '  nularaai-r  siimat       SftfifKSSnO 


An  increasing 
number  of 
hearing  aid 
sales  are  for 
two  hearing  aids 
or  what's  called 
a  binaural 


One  Aid  or  Two? 


An  increasing  number  of 
hearing  aid  sales  are  for  two 
hearing  aids  or  what's  called  a 
binaural  fitting.  If  the  hearing 
loss  is  significant  for  both  ears, 
it's  important  to  have  an  aid  in 
each  ear,  particularly  for  cap- 
turing sounds  on  both  the  right 


and  lefl  sides.  Two  aids  can  also 
help  you  hear  better  in  noisy 
surroundings.  Both  Dr  Koop 
and  former  President  Reagan 
wear  two  hearing  aids,  for 
example. 

Be  aware,  however,  that  you 
could  pay  as  much  as  $1500- 


2000  for  two  hearing  aids 
although  dispensers  should  dis 
count  the  second  instrument 
(your  hearing  is  only  tested 
once,  even  with  two  aids).  Some 
have  also  been  known  to  recom- 
mend two  hearing  aids,  when 
only  one  is  needed. 


What  Should  You  Hear? 


It'.",  difficult  to  say  how  much 
improvement  you  will  notice 
with  your  first  aid— Dr.  Koop 
noticed  a  dramatic  improve- 
ment, but  not  everyone  will. 
Discuss  any  problems  you  have 
with  the  specialist  who  sold  you 


the  aid.  If  the  problems  are  not 
corrected,  return  the  aid.  Some 
of  the  questions  you  should  ask 
are: 

•  Is  your  hearing  improved? 

•  Does  the  aid  fit  properly? 

•  Does  it  physically  hurt? 


Is  the  sound  too  loud  at 

times? 

Is  there  an  echo  or  do  you 

feel  like  you're  listening  in 

a  barrel;  and. 

Is  the  sound  tinny? 


'Features  may  be  standard  or  optional  depending  upon  the  make  and  model  selected. 
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A  successful 
fitting  comes 
down  to  you, 
the  user. 


Adjustment  to  the  Hearing  Aid 


You  may  also  hear  back- 
ground noises— the  sound  of  a 
fan  motor  or  fluorescent 
lights— amplified  much  louder 
than  you  remembered.  All  of 
these  will  require  adjustments 
on  your  part  as  a  user.  You  may 
also  benefit  from  aural 
rehabilitation. 

Finally,  a  successful  fitting 
comes  down  to  you,  the  user.  A 
specialist  can  work  with  you  to 
help  you  learn  how  to  insert. 


remove  and  adjust  the  aid  and 
to  cope  with  a  new  way  of  hear- 
ing. You'll  be  evaluated  with 
the  aid  on  watching  television, 
listening  to  music,  or  simply 
listening  to  conversations  in 
the  office  for  several  hours.  All 
of  this  is  part  of  the  adjustment 
process 

A  schedule  of  listening  with 
the  aid  is  also  established  for  a 
specified  time  period.  Return 
visits  may  or  may  not  be  estab- 


lished at  the  same  time.  If  the 
aid  doesn't  fit  your  needs,  re- 
turn it  within  the  trial  period! 
The  dispenser  should  also  ad- 
vise you  about  care  and  main- 
tenance. For  example,  he/she 
will  suggest  you  keep  your 
hearing  aid  dry  and  avoid 
temperature  extremes  Also, 
hard  knocks  and  hair  spray  will 
damage  the  instrument. 


The  Future  of  Hearing  Technology 


It's  only  going  to  get  better 
Changes  in  hearing  aid  tech- 
nology will  be  significant  over 
the  next  few  years  and  should 
benefit  consumers. 

For  example,  digital  hearing 
aids  are  coming  on  the  market. 
These  hearing  aids  are  pre- 
programmed to  delete  certain 
kinds  of  sounds  and  are  vari- 
able to  meet  the  needs  of  dif- 
ferent users  in  different  hear- 


ing situations.  Currently, 
they're  only  available  as  body 
aids  because  they  require  more 
power  Over  time,  they'll  be  im- 
proved and  miniaturized. 

Researchers  are  also  exper- 
imenting with  implantable 
hearing  aids  that  are  surgically 
placed  in  the  middle  ear.  The 
Resound  hearing  aid,  which  is 
soon  to  enter  the  market,  takes 
a  middle  path.  The  instrument 


is  a  canal  aid,  but  minor  sur- 
gery is  required  to  widen  the 
ear  canal  for  deeper  insertion. 
Beyond  digital  and  implan- 
table hearing  aids,  consumers 
can  look  forward  to  better 
testing  and  fitting,  and  hearing 
aids  that  are  more  versatile. 
The  future  may  even  bring 
hearing  aids  that  return  hear- 
ing to  "20/20,"  like  eyeglasses 
do  to  sight. 


Conclusion 

For  the  hearing  impaired,  a 
hearing  aid  can  be  a  lifesaver, 
permitting  users  to  communi- 
cate again.  Far  too  many  older 
Americans  deny  their  hearing 
loss  and  limit  their  lives 

Dr  Koop  began  wearing  hear- 
ing aids  at  the  age^  of  71.  He 
recommends: 

•  Don't  be  ashamed  of  your 
hearing  loss; 

•  Don't  be  ashamed  to  get 
help; 

•  Don't  be  ashamed  to  wear 
a  hearing  aid;  and, 

•  Be  sure  the  person  you  live 
with  goes  through  training 
with  you  so  that  you're 
both  blaming  the  right 
things  for  any  failures. 

Good  advice  fi-om  the  former 
Surgeon  General.  AARP  also 
recommends  you  shop  carefully 


and  wisely,  take  the  fiill  battery 
of  hearing  tests,  attend  training 
classes,  and  exercise  your  rights 
during  the  trial  period,  if 
needed. 

Other  resources 

Another  AARP  booklet  on 
hearing  loss  is  called  Have  You 
Heard?  Hearing  Loss  and  Ag- 
ing (D12219).  It's  available  by 
writtenrequest  (post  card)  from 
AARP  Fulfillment,  601  E 
Street,  NW,  Washington,  DC 
20049. 

Federal  Trade  Commission 
Washington,  DC  20580 

Food  and  Drug 
Administration 
Office  of  Consumer  Affairs 

HFE-88 

5600  Fishers  Lane 

RockviUe,  MD  20857 


American  Speech- 
Language-Hearing 
Association 

10801  Rockville  Pike 
Rockville,  MD  20852 

National  Hearing  Aid 
Society 

20361  Middlebelt 
Livonia,  MI  48152 

National  Information 
Center  on  Deafness 
Gallaudet  University 

Kendall  Green 

800  Florida  Ave.  NE 

Washington,  DC  20002 

Self  Help  for  Hard  of 
Hearing  People 

7800  Wisconsin  Ave. 
Bethesda,  MD  20814 
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APPENDIX  2 

Suggested  Questions  for  Witnesses  at  Aging  Committee  Hearing 

Dr.  Margaret  Dixon.  Vice  President.  AARP 

Q:  Am  I  correct  in  understanding  that  the  AARP  sells  hearing  aids 
through  its  pharmacies? 

AARP  does  not,  but  the  AARP  Pharmacy  Service,  a  separate  corporation, 
does.   As  stated  in  the  introduction  to  the  AARP  report  submitted  to  the 
committee  (A  Report  on  Hearing  Aids).  "The  AARP  Pharmacy  Service  leases 
space  in  three  of  its  pharmacies  to  a  provider  who  evaluates  and  fits  hearing 
aids.   Sales  in  1992  were  significantly  less  than  one  half  of  one  percent  of  the 
hearing  aid  market. "  The  name  of  that  provider  is  HearX. 

Q:  If  so,  can  you  tell  me  if  people  who  bought  hearing  aids  through  the 
AARP  were  any  more  or  less  satisfied  than  other  respondents  to  your 
consumer  survey? 

Of  the  4,000  letters  we  evaluated,  we  found  no  letters  from  users  who  had 
purchased  their  aid  from  an  AARP  pharmacy.  This  is  not  surprising  given 
the  relatively  small  number  of  aids  dispensed  in  the  three  phaiinacies. 

Q:   In  your  written  testimony,  you  recommended  that  a  30-day  return 
period  should  be  required  for  the  sale  of  all  hearing  aids.   Do  AARP 
pharmacies  have  such  a  policy  and,  if  so,  do  they  make  sure  that 
customers  are  fully  informed  that  they  have  the  option  of  returning  the 
hearing  aid  within  30  days? 

HearX  provides  a  30-day  return  policy  to  every  person  purchasing  a  hearing 
aid.   If  the  purchaser  attends  and  completes  a  free-of-charge  post-fitting 
rehabilitation  course  of  four  one  hour  sessions,  the  return  policy  is  extended 
an  additional  30  days  or  60  days  in  total.  The  fee  for  a  return  totals  $50  for 
a  single  aid  and  $65  for  dual  aids. 

The  return  policy  is  discussed  with  the  purchaser  and  is  outlined  in  the 
contract. 

Q:   What  type  of  "hearing  evaluation"  should  a  customer  expect  to 
receive  at  an  AARP  pharmacy?  Are  these  evaluations  always  performed 
by  a  certified  audiologist  —  as  you  recommend  in  your  testimony? 

A  licensed,  certified  HearX  audiologist  performs  the  following  battery  of  tests 
with  each  "hearing  evaluation": 

o  An  Otoscopic  Examination 

o  Tympanometry 

o  Stapedial  Reflex  Thresholds 

o  Pure-Tone  Audiometry  (Air  and  Bone 

Conduction) 
o  Speech  Audiometry 
o  Speech  Reception  Threshold 
o   Word  Discrimination  Scores 
o  Comfort  Levels 


Q:   When  the  AARP  asked  its  members  to  provide  "consumer  feedback" 
on  hearing  aids  in  the  September  1991  issue  of  AARP  Bulletin,  was  this 
done  in  such  a  way  as  to  elicit  responses  from  all  readers  or  only  from 
those  who  were  dissatisfied? 

The  questions  were  designed  to  be  neutral .   However,  you  can  judge  for 
yourself  the  neutrality  of  these  questions.   The  article  eliciting  the  consumer 
letters  is  attached.  It  can  also  be  found  on  page  79  of  the  report. 
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Q:  Can  you  tell  me  anything  about  the  nature  of  the  responses  the 
AARP  received  from  my  home  state  of  Wyoming?  Did  the  results  differ 
very  significantly  in  different  regions  of  the  country? 

Out  of  the  4,000  letters  tabulated,  we  received  a  total  of  nine  (.2  percent) 
letters  from  hearing  aid  users  in  Wyoming.   Unfortunately,  that  number  is  too 
small  to  perform  any  statistical  analysis. 

Based  on  a  recent  analysis,  there  are  regional  differences  (see  chart  below) . 


Zip  Code  Areas  and 
States 

Positive 

Negative 

Both 

Oor  1 

NY,  MA,  Rl,  VT.  NH, 
ME,  CT,  NJ,  Puerto 
Rico,  APO 

41% 

33% 

25% 

2  or  3 

DC,  MD,  VA,  WV, 

NC,  SC,  GA,  FL,  AL, 

MS,  TN 

45% 

35% 

20% 

4  or  5 

KY,  OH,  IN,  MI,  lA, 

NE,  WI,  MN,  SD,  ND, 

MT 

39% 

32% 

29% 

6  or  7 

IL,  MO,  KS,  NE,  LA, 

AR,  OK,  TX 

46% 

33% 

21% 

8  or  9 

CO,  WY.  ID,  UT,  AZ. 

CA,  HI,  OR,  WA,  AK 

40% 

37% 

24% 

Q:  In  your  written  testunony,  you  stated  that  only  3.78  million 
Americans  wear  hearing  aids,  but  that  there  are  estimated  to  be  23.5 
million  Americans  with  hearing  loss.  It  seems  to  me  that  it  would  be 
very  difficult  to  make  such  an  estimation  unless  these  people  have 
actually  received  hearing  evaluations.   How  was  the  figure  of  23.5  million 
arrived  at?   Is  it  based  on  sound  medical  evidence  or  is  it  mostly 
speculation? 

The  source  for  the  23.5  million  figure  is  a  hearing  industry  study  called 
MarketTrack.  This  study  is  widely  accepted  within  the  industry  as  a 
statistically  valid  survey  using  members  of  the  National  Family  Opinion  Panel 
(NFO).   The  study  (actually  there  were  three  separate  studies)  is  footnoted 
and  mentioned  in  the  Bibliography  to  the  report  under  the  name  of  Kochkin. 

There  are  other  estimates  for  the  number  of  persons  with  a  hearing  loss.    For 
instance,  the  October  issue  of  the  New  England  Journal  of  Medicine  (Nadol, 
Joseph  B.,Jr.  M.D.  "Hearing  Loss")  reports,  "It  has  been  estimated  that  more 
than  28  million  Americans  have  hearing  impairment  and  that  as  many  as  2 
million  of  this  group  are  profoundly  deaf." 

The  National  Center  for  Health  Statistics  conducted  an  interview  survey  in 
1990  to  ascertain  the  level  of  speech  and  hearing  impairment.  Their  estimate 
is  22.6  million  Americans  have  a  hearing  loss.  (Adams,  P.S.,  Benson,  Z. 
"Current  Estimates  from  the  National  Health  Interview  Survey."    Vital  and 
Health  Statistics.  Series  10,  Vol  184,  (1992).  National  Center  for  Health 
Statistics.) 


While  we  did  not  analyze  the  specific  questions  or  inquire  about  the 
methodologies  used,  there  seems  to  be  a  general  agreement  that  the  level  of 
hearing  loss  in  our  population  is  in  excess  of  22  million  people. 
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Retired  Persons  Services,  Inc 


Brian  S.  Frid 
President  &  CEO 


October  20,  1993 


Dr.  Margaret  Dixon 

Vice  President 

AARP 

601  E  Street,  N.W. 

Washington,  D.C.    20049 

Dear  Margau-et: 

It  was  a  pleasure  being  together  at  last  week's  Board  Committee  on 
Membership  and  Member  Services  meeting.  I,  Brian  Frid,  enjoyed  it  and 
I.ops  the  information  provided  is  useful,  and  look  fo'-^-r'?  *r  «»7ot»Liii^  rb"'^* 
the  Pharmacy  Service  activities  at  any  time. 

Since  then,  I  have  received  copies  of  a  request  for  response  from  Senator 
Simpson,  who  was  unable  to  attend  the  hearing  at  which  you  testified.  To 
the  extent  that  we  can  be  useful  in  framing  the  responses,  I  am  providing  the 
following  that  I  hope  will  be  helpful. 

Question  #1 

Lee  Norgard,  with  whom  I  have  been  in  contact,  will  address  the  detail  in 
Question  #1,  but  I  want  to  add  to  his  appropriate  response.  Of  course,  AARP 
does  not  sell  hearing  aids;  nor  does  the  AARP  Pharmacy  Service,  directly. 

We  do  have  a  relationship  as  landlord  with  a  hearing  service  provider,  HearX 
(tenant).  HearX  leases  space  at  three  of  our  faciUties: 

1.  Portland,  OR 

2.  Richmond,  VA 

3.  St.  Petersburg,  FL 

Just  so  there  is  no  confusion,  I  do  want  you  to  know  that  the  Pharmacy 
Service  does  sell  hearing  aid  batteries. 

500  Montgomery-  Street 

Alexandria.  Virginia  22^4-1  ^6^ 

1-03)684-0244        Fax:(703)684-0246 

The  Pharmacv  Service  of  the  Ainerican  Association  of  Retired  Persons 
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Margaret  Dixon 
October  20,  1993 
Page  Two 

QuesLJon  #3 

It  is  the  policy  of  HearX  to  provide  a  30-day  return  policy  to  every  person 
ptirchasing  a  hearing  aid.  In  addition,  if  the  individual  takes  and  completes 
a  free-of-charge  rehabilitation  course  consisting  of  four  one  hour  sessions, 
the  rettim  period  is  extended  an  additional  30  days. 

It  should  be  noted,  however,  that  varjring  state  laws  do  provide  for  a  portion 
of  the  price  charged  to  be  retained  by  the  dispenser  in  the  event  of  a  return. 
This  amovint  is  provided  to  cover  some  of  the  costs  associated  with  the 
testing,  evaluation,  and  fitting  (molds)  of  the  vmit.  This  totals  $60  for  a 
single  aid  and  $65  for  dual  aids,  in  the  event  of  a  return  to  HearX  at  each  of 
our  locations. 

On  the  attached  documents,  you  can  see  for  yourself  where  I  have  circled  the 
applicable  provision. 

The  following  "hearing  evaluation"  is  provided  at  no-charge  and  performed 
by  a  licensed/certified  audiologist  employed  by  HearX: 

.  OTOSCOPIC  Examination 

.  TYMPANOMETRY 

.  STAPEDIAL  REFLEX  THRESHOLDS 

.  PURE-TONE  AUDIOMETRY  (Air  +  Bone  Conduction) 

.  SPEECH  AUDIOMETRY 

.  SPEECH  RECEPTION  THRESHOLD 

.  WORD  DISCRIMINATION  SCORES 

.  COMFORT  LEVELS 

Question  #7 

As  I  said,  we  are  not  directly  in  the  business  (HearX  is  a  tenant)  and 
although  not  an  expert  in  this  area,  I  thought  you  would  be  interested  in 
information  provided  to  us  by  HearX  referencing  the  New  England  Journal 
of  Medicine  in  which  they  state  there  are  over  28  million  hearing  impaired. 

Please  contact  me  personally  u  i  can  be  of  any  future  assistance  in  this  or 
any  other  matter. 

Sincerely, 

Brian  S.  Frid 
cc:  Bob  Venafro 
Enclosures 
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YDut 


ONEVZAR  WAlOtAIflT 


pravidw  y»a  with  a  Ane-year  ccnfumer  prencdoa  pUn  oa  TOUT  hearing  aid  aoM 
«farau|b»  ^tniar.  !%•  policy  iiaaMkim 

•  Ybur  hcutng  aid>  aic  covered  b]r  ■  lfaiUt<4  v«Hi«A()r  agiinti  deTecti  in  worfanaBAip  far 
apenodafiwel*e(lZ)meB;htft<omtheori(ioa>fi(rinf  d*i«ofih*l>«a(h>fiU.  AScotti 
Mwxancd  with  tbc  repair  ot  me  heartng  aid  wfll  be  »t  ecpcM*.  «■  loaf  m  tb« 

repair  St  done  thrau|h  a  center  and  damaf*  to  twtdve  to  tbc  cotuuatci'tgraM 

negU 


the  bearing  aid      \ 
i.<^L^""<and       \ 


I  <ha  flm  thirty  (SO)  dayt  of  piirciuic.  (he  coni umer  may  retura 
tp  forar«AiDdoft}s«ort|{naipriee.le«thccofteff">"^ 

I8S.00  for  n»o  bearing  aldi. 

•SbauldtbecoRsuntcriuccesftiUy  complete  EducMion  and  Learning  Program 

(HILP),  wMeh  to  oAercd  ax  no  cttttf  e.  wfD  cxKnd  dw  trial  period  for  aa 

addUonal  thirty  (SO)  dijv  and  wahw  anf  and  aO  noihrtfttadablc  moalet  ibould  the 
b«ariBg  aid  be  returned  within  dtii  fixty  (60)  d^  period. 


J 


•  u  ciM  (oMunMr  iboold  ha  Mormad.  bf  a  'pattidpatlni'  physician  within  the 

tot  rixxf  iKft  of  ptneiiata  that  the  bearing  idd  to  Inaptirupdlie.  will  refindlO  the 

cocsinaer  the  tool  purchaae  price. 

•If*  loaner  lid  to  reqtiiied  due  lo  repair  of  the  eitginally  purtbaied  eld.  die  loatMr  win 
be  provided  atno  cact. 


Yotr  rtwaifOoa  fit  Btmr  OmFtiii 


TWOYBAR  WASXANTT-SMntOGIUMMABLE 


providca  you  with  a  two  year  connuner  protection  plan  on  your  hearing  aid 
•old  through  a  center.  The  policy  u  at  foUotx: 

•  Yotir  hearing  aidi  are  covered  by  a  limited  wamnty  against  defecti  tn  workinanihl  p 
for  a  period  oT twenty-four  ($4)  montht  Crnro  the  original  Hcting  date  of  the  heanag 
aid.  An  cotu  utodued  with  the  repair  of  the  hearing  aid  wiD  be  at  expense. 
at  long  »t  the  repair  it  done  through  a  ecnt<^  *nfl  AirMfi-  it  mi^  due  to  the 
oontumer't  groti  I 

•  Wthin  the  firtt  thirty  (50)  dayt  of  purchaie,  the  conwmer  may  return  the  hearing 
aidto  for  a  refund  of  the  original  price,  teas  the  coat  of$50.00  for  one  hearing 
^id  ^ta^C5.'V>  for  two  Hearing  aidt. 

•  Should  the  contumcr  tucccwfully  complete  Educatian  and  Learning 
Program  (HEU^iWhld)  to  ofl^red  at  no  durge,  win  extend  the  trial  period 
foran  additional  thiny  (SO)  dayt  and  wah«  any  and  all  noifreivndabtemoQiecihoutd 
the  hearing  aid  be  reusmed  wiihk  ihia  oxty  (60)  day  period. 


•IftheconKuncTihouIdbeinformedbya  -  *panicip«ung*pby«ioaa  within  the 

fint  liny  dayi  of  pun;hate  that  the  bearing  aid  it  insppropciatc,  wiSrefond 

to  the  ftwuamcr  the  total  ptirchaie  price. 

•  If  a  looaer  aid  is  re()tiired  dtie  to  repair  of  the  origiiully  purchased  aid.  the  loaner 
win  be  pcewided  at  no  eott. 
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lour^raarer^mm  tw  B«B«r  HMTtng 


TWO  TEAR  BEAKX  EXTENDED  WARRANTY  mOGRAM 
IN-TOUCB  HEARING  AIDS 


provide!  a  Mo>year  coosumer  protection  plan  on  your  hcaiinc  aid  sold  ihrougb 
a  center.  Tlia  policy  i*  as  (bllowK 

•  Ybur  hearing  aids  arc  covered  biy  a  Itmltcd  wamncy  a^tui  dcfeco  in  worionaiublp  Tor 
a  period  of  iM*en(Kour  (24)  nKinth*  from  the  original  fitting  date  of  the  hearing  aid.  All 
coia  auociated  with  the  repair  of  the  hearing  aid  will  be  at  cxpcnac,  as  long  as 
the  rcpairit  done  through  *  rcntcrand damage  isnotduc  to  the  conAimer'i gron 
nejligence. 

•  Your  h«aring  ald<  arc  protected  againu  Ion  for  a  period  of  twelve  (12)  monthi  from  the 
original  daie  of  purchaae.  Only  one  hearing  aid  will  be  replaced  during  dik  ome  period. 
Should  the  bearing  *id  be  loit  during  the  Kcond)rear  of  ownenhip  or  if  the  hearing  aid 
Ill0tta(econdtline<!ur1ngtt]eflnt}'ear,  will  replace  thehearingatdatthecuireni 
published  retaii  pnce  )es»  S0%. 

•  Should  your  hearing  loss  change  sufficiently  to  warrant  the  tue  of  a  different  hearing  aid 
during  the  first  twenty-four  (24)  months  of  ownership.  will  provide  a  new  aid  at 
no  cost  to  the  coiwumer. 


tTilhln  the  fint  thirty  (90)  days  of  purchue,  the  coniumcr  may  rrtum  the  hearing  aid 
to  5ora  refund  Of  theoriginal  price.  less  thecouof}50.00for  one hearlngaidand 

$65,00  for  two  hearing  aids. 

*  Should  the  consumer  successftilty  complete  Education  and  Learning  Prt)gran] 

(HELP),  which  Ii  offered  at  no  charge,  wil]  extend  the  trial  period  for  an 

additional  thirty  (M)  dayi  and  waive  any  and  all  nonn-cfuadable  moniei  ihouid  the 
hearing  aid  be  returned  wthin  this  tatf  (CO)  day  period.  ^^^^^^^^^^ 


•  If  the  constim^  should  be  informed  by  a  'pardcipaitng"  pbyndan  within  the 
firstsixiy  dayi  of  purchase  that  the  hearing  aid  is  Inappropriate,  will  refiuid  to  the 
consumer  the  total  purchase  price. 

•  If  a  loaner  aid  is  required  due  to  repair  of  the  originally  purchaied  aid.  the  leaner  win 
be  provided  at  no  coat 


OCT    18    '93    I6>dS  pose   aae 
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UttmCATOBMRt 


UMITED  WAWRAWTY  INfOWMATION 


BAUum  sui 
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wowMUtiiv«dMlh«<»«iaiMli»«liiiutii»v>lt«<iMi<»h>iioitn»«p«»««W>pwiiiiigi»iclim»IW<«««t»lt<lMM'tt«fcr»p<IChMiiiti 
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eOMriAiNT*  ncoAnoiNa  any  MATten*  concchnino  the  hcaumo  aio  on  aids  should  •(  manoUD  nr  out  on 
MORf  OP  TiiE«c  Mcmooe: 

1    Canton*  husr'nq  tU  firm  er  cen«uli«>t  Ihct  mW  tb*  *M. 

X.  i; c,n>^k>i>Hil«ai«««.wiM*<l>*Oc*««nH»n<>9 AM Socntv. P.O. SasK.Ponland.Oxeon 97207. Qrc«)U:S-tSl$.cea«ctc*a< 

i.  H  ««m^if<i  am  •<uu^ 

C«>«^t*lnt*  r««<ir4lf>t  <K«  —IT,  IMM.  tr  ttlCmfW^  •*■•  a>  IMW  ••  kMfbif  »)4(  •k9Ul4  ^  rflrMWrf  in  vnttmy  tai  llwHrtf  AM  OmIm 

Lk»n«lin.  0'*9un  Sum  M»»llh  DWImlefi.  780  ftaat  StiML  N.C.  >*lMn.  Ora«Mi.  CampUInt  fMint  may  b«  oMalBad  by  emlliitq 
a7B-lM7. 

coNSuMin  nssctscioN  mohts 

t9*.042.  (IK*)  In  aiMilinn  le  iny  oUWf  righu  end  rfmMiat  ih*  purchitcr  m*y  Kavt,  Ui*  purchuar  o<  *  hiafing  aid  ihatl  liiv*  lb*  nghl  t» 
rndnd  thi  tranttOMn  «: 

(A)  T>«  purchratr  tnr  whtiavtf  lexton  ccmula  i  licenMd  m«dlt«l  phytltiafl  tptcnhiing  in  diNMM  o(  ih«  ttr.  er  cn  Mdlolof In  n«t 
II««nMd  und»r  OnS  C(tapl*r  C94  iwd  iwi  MlillM<i^  Nil  l<  anvont  licenssd  under  ORS  CI>«SI«r  <M  «ndlK«ftMd  nwdical  phyilelan,  (uMaquWM 
lepvftnatintlina  inaring  *K1,  •no  ih«  Kcantxl  nhv*^'«n  *i)viu»  tix^h  purchatar  igainit  puichaiing  ermins  a  hatrmg  aid  and  bi  writing 
ip«c>li«*  iha  mnjlol  ronKn  tat  ih*  adiftaK,  anri  (h«  pu'ciianr  (tivim  ilx  hawing  fid  Is  tUt  tailar.  Of  MMa  n  ai  <ha  ••Har'a  dental,  mi  itt 

»«lt4n«l  eontfilian  !«*«  nvtfiial  w»«r  and  taar;  ar 

(SXaltlia  aallar.  in  daallngt  with  Iha  purc>itur.  cammittad  any  »ei  lidadin  ORB  (M.  1 3<.  er  failed  to  pravida  ihaaiaumani  required  tr,  ORS 
eM.036. 

(bl  Tht  purchaaai  of  a  hearing  aid  ihall  l<lva  th«  right  to  roceind  pr«vid«d  in  parteraph  (i)  e<  «hi*  aubaaaion  oitly  K  iha  porahaiar  givn 
wrhten  notio*  of  i^a  IniarM  le  rtKiitd  ili*  itanMciinn  lo  iha  sallaf  at  iKa  sailer 'i  plaea  of  bnairua*.  by  cenKicd  mart,  raturrt  receipt  raquasted. 
which  natlda  ahall  ba  petted  not  later  than  30  day*  following  tht  data  of  delivery  al  the  haari<«g  atd  lo  the  purchaaer . 

!c)  If  the  condliiona  of  tuboaregraph  |A)  oi  <^)  of  paragraaK  (al  of  Uiis  avOaactten  and  paragraph  (b)  al  thii  auhaection  ha<«  baan  mat,  iIm 
— ■•-.  ,k. ;,  ^  ,ih«i,r ,  ;.^v-«'  '•tuna  m  ino  putcnaaar  wiinin  IC  dar>  after  the  cancelleltonan  depoaiia.  (neJudi'^g  -t,  -^—^  ;>tr'.<*n>.  ie»»  '■  Z 
MrcaKroftneioialpuicliaxeprlceperSOciaYaatroasonaoieiantfi.indlaniliarmaonabiaprloeoreirnielOt  if  any.  and  tnail  return  an  goodt 
tratfevtntvit.*.  ..eitwitnccowrM  vie  incoriiamplatlon  of  tivftialVleaa  any  reaaenabfvcxiRnacivaiirinctnr^  in  making  roattr  tor  sau-^ddiao 
ireded  in,  in  wivcli  «v«n4  iSe  ptirohaear  ahati  Ineiir  no  aa^hlenal  liadilily  for  Iha  earwedatiorv 

nxal  The  put chacer  el  a  i^ear lt\g  aid  hat  (ha-ripht  to  rauind  Oie  tranaaaiian  l«r  aihar  than  Ota  aaUer'a  braacti  H  <er  leeeaneWe  eaeea  the 
purchaaer  reiurni  Iha  haarlna  aid  or  linldi  II  at  the  li'io  or  di3ean<t»'adiiir»*a<  and  Iha  haarkig  aid  It  In  Ha  original  condH  ion  laaa  nor  nalwaer 
and  laai.  II  Die  puicluiaar  lendt  e  notice  is  the  Hcenaaa  al  |h»  iieentaa't  ragultr  plata  at  butlnata  by  earldlad  mail,  return racarplrtgaattad. 
The  nodea  ihall  ttaie  ihai  the  irarvMcilon  It  ear<celad  pti'tuaru  to  ihii  aaciion,  and  mutt  ba  mtKad  not  later  Ihan30dayt  following  the  data  e) 
daHvary.  Reaaonabia  cauta  doet  not  Induda  a  mnra  change  al  mind  or  tetntttie  concarm. 

(B)  ine  ucansae  rauimc  in«  ngin  to  a  reaaonabia  enatnpi  to  Mlve  or  allmmate  prabtamt  defined  witMn  rtuonible  cause. 

le)  M  th*  purchntei  i>at  laliaii  Hit  reps  detcribad  In  ihit  section  id  canceUhe  purcheta  and  aubsaquently  agraat  wim  Iha  licensee  to 
extend  ihetflalerreac  baton  pa  rlod.thepu*ciiaaBrr«miftnt«ninfed  to  rate  iveir^refor^d  upon  aemend  made  within  do  dayad  the  ariginid  data 
ofdvliwvtyoivuvhDiherilmaaaagraaifioinwrningbvnoinpanlae  wmiannoiicao'f>alasldetafordaii«andingere<und>atobapro«idadto 
tha  piffchater  at  the  time  the  trial  or  retdttion  period  it  aaiandad. 

lain  the  event  of  oneejiatlon  under  iiiiaeaetioa  or  eaeiharwtiaprevidad  by  law.  theHr«neaemtm.witheui  further  raquaaC  retold  to  the 
purehasm  posilinarkad  within  1 0  dayaaf  mr  niir.h  rancallailon.  alldaDutl':*.  indudinQaownpayfni.  lata  t  Spereard  of  the  tetalnurehasa  priea 
The  llcentM  mtttt  alto  raiiirn  elt  goods  traded  in  on  actaunt  of  »r  in  eeniempltbon  of  the  tale  lets  any  rtatonable  eestt  ectuaOy  (ncurrad  m 
malting  raady  lor  tale  the  Qoedt. 

(c|  The  ptnehatar  tl<«<l  incur  no  tdAtional  liabdfty  tor  a  cancellalien  or  reiettion  under  Itilt  tetlion. 
13)  For  porpoaat  of  tobatctlon  |2|  ol  this  taction,  laatonabla  cauta  aiiatt  In  tha  following  tilMUOftt; 

(al  rna  neanng  aid  er  tne  lining  nng  lUipanamg  aatvieaa  (all  M  oonlorm  to  any  affirinatien  e(  lad  er  premita  made  by  the  licantaa  which 
relattt  to  tha  hcarlrtg  eld  or  niilng  end  rittptnying  teivmi  and  whicn  naivmaa  a  part  pi  the  MSB  of  tna  sansaalon  An  anirinailon  of  feci  er 
pi»'iiie<»  aaaum-r*  pan  •«  ihe  kaaia  a<  Iha  iranaaoiien  <Mten  ixa  pureheaer  rallae  en  it  or  lit  m  part,  mdwcvd  inio  making  ma  purchaia  by  tr 
.  Ibl  T>ia  Of  antaa  fallt  lo  arf.dce  iha  purcHaanr  ■  l<ai  a  deecnprlon  af  th«  hearmf  aid  or  IHting  and  <laa«nain|  eer»<e«ii  taila  N  eonTenn  to  the 
aciuel  efaleci  or  lervica  and  the  licanxaii  knowa  or  iliould  have  known  ihai  ina  piacnaaar  would  m»  ihadaacnptlan  aa  pat  e^  li«e  haaia  at  the 
trenaacilon: 

(cj  Tha  haering  aid  nr  filling  and  ditpantlng  tyrvieaa  would  fail  lo  past  wiineut  objaeilen  in  tha  Indueirv  under  tha  conlrad  < 

(d)  The  heating  ad  or  titling  and  rittpanslng  ttrvlcaa  (ail  to  accsmpHth  the  erdinf  ry  purpoeea  for  wtMcIt  tltey  are  purchctad; 

(e)  The  heating  aid  er  ntting  and  diapanting  sarvicat  fall  to  tatitfy  tn  anraordMary  ci^tCMtion  of  the  p(ir«n«**r  and.  *»  tha  time  tha 
neenice  pa  rtormed  on  ma  contract  the  lice  ntae  knew  or  tneuld  have  known  of  the  aiiraordinaryaiipactallon  thai  the  puicheter  had  and  thai 
dia  purchaaer  wn  nriying  on  tha  licantaa 'a  tun  and  liniginen  lo  tantry  me  ei^tctnen:  er 

(f)TI<a  noenaea  It'lt  lo  n>**i  any  e<ar>Jtid  vf  can^ud  pmcnbnd  In  the  tenor  rulat  ragularing  the  fining  and  dlipensing  of  having  tut  and 
iMa  faaura  effaett  in  any  way  the  veiweoian  >>hlch  ihn  purchaaer  teake  te  reecktd. 

I  have  read  and  undaratoed  Iha  r«iaiss>en  rights  auitd  ebeve 
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INVOICE 


815527-71 10   _/ 

□  fttmmftrr  0  IntuftoM 

mh 

FU2               1 

1^'      0198 

OBTmaif 

J0OM.tteUMTT« 

OOMM 

Mu»r 

on/»T*n 

fcuert 

nunoai 

vntuuf^o 

luo/voon.                                                {  ^ 

vrkiut 

ii>Ul.t 

KUMMHSmUUDnm 

XOB 

tuu/'woon. 

L 

ITAlU* 

KMI 

lADMOUA 

JOU 

t1«THGni 

HOO 

9n4iii/to^ATi«Hr 

431 » 

lirt-TOTAJ. 

•a.rAnxm 

tOT*lOU« 

m«0«»MMYH«Nr 

ui.»uiu>o>io«u 

oowNMmoatK 

o  CiJN  0  otat  o  ue/vitA  o  auix 

MTl 

UMntn  ATSfUVRT 

Q  CMM    □  CXMX    a  fUUNtaS     0  Ue/MM    O  AHU     O  WtunMCS 

DAtl 

UtAN^BM 

_,,      .      uMrrrow^Baa 

f1TT<1P9BM*i 

9.S 

!•>  •  >»>^»d  •< . 


O  Th*  huriiM  tU  you  hav*  puKhM*^  la  (owvd  by  t  Bmit*4  wvfrtnty  effarad  by 

a  A  Mparait  HEAUx  ihr**-T*tr  Hmltad  oairoNy  ha*  baan  Inehidtd 

Tha  Tama  ol  Ih*  iMnliad  owiiflr.  Inehitfinj  aniualont  iharatratn.  tn^  tai  forth  ant  aaparata  term  ««uc>i  ww  MnarW  ia  yau  «>iM  i«  rour 
purcna«a.lneent)daritl«ABfth*)lniHadwamn(vr«*atr«4toitaeva.a«east««'n«Ybatatfe>1hlharain.  MAKfSNOWAWUMniSOF 

ANY  KIND.  Ermtn  exn»M  on  M^uto. 

Enmifiatisni.  nstt  and  sitiar  raprManutleM  tfa  fioo-nnftil  ind  fw  IM  wl*  pvpoM  of  f)nin«  hHrin«  tWt- 

A  HEAJIIMj  AtO  WH.L  not  RISTOKE  NORMAL  HEARING.  NOR  Will  fT  PREVIKT  njR'mtR  MSAWNO  LOSS. 


If  you  havt  tnv  eamolalm  ratinttn^  y«ur  haari<<«  aM.  yau  ara  anaaucata^  ta  krln«  yaur  oomplaint  to  ihia  vr  inynnar 
campltlRl  C4nno1  b*  raiohrad  by  .-vu  tra  aiMaad  ta  eomsa  iha  Oapanmam  *i  A«ifeuHura  an4  Canaumar 

Confomar  Satvleat.  Mitv  BulMing.  Tillihnaaa.  Ftof  idt  323M-OMO,  Taltehona  (904)  4M.2231 . 


Canttr.Hyvur 
Oiilaien  of 


jfltAGOB. 


I  am  «««>  th«  ava  e<  I  •  antf  hava  baan  advtaad  By  HCARx  mat  ttta  ^a««  and  Dnia  Adminittraiion  ha« 

vwou  id  ba  larvad  If  I  Had  ■  madkal  avalvatlan  by  a  iiaa«*ad  attTiiuan  liH afaraMy  ana  aMta  i^MiWiaa  >n  I 
haaiing  lid.  I  do  not  with  (  madleil  avatufttan  Mfwa  eurehatlnt «  haaiim  *^ 


that  my  baal  haMh  in««ra« 
«f  OM  aan.  bofora  parahatbif  * 


71014/ J(/ltl 


UCfNiniMIMR 


aCtOMn  MMMUM 


oanBMTieim  Ni«  ti.«Mii  /  »mhk  «t-yAi0w/A 


</ Hi  iIi«  ii^w  ai  aom/. 


.*  *  WAWWtW  <  . 


1  KMo  b«n«rlM  out  of  tnt  fMCh  of  children. 

2.  BanariOT  thould  b*  earatu  lly  diaoardad  In  racapUclM  lh<t  cannot  b«  tCCMMd  by  OhHdrtn  or  p»l90ni  0l  fTMittti  Incaptclty. 

3.  Oo  fto<  allow  om»r$  to  um  your  hwrtnfl  aid  arxVor  •ce«««ofl«»  h  tn»y  can  b«  mtao»»d  and  d«»>«9a  anothafa  haaitng. 

4.  ftattaria*  muat  navar  ba  pul  In  your  mouth  for  any  raaton  at  thay  ara  allppary  and  may  ba  awaltowad  aocitfantaUy. 


HQTIMTPfATHWT 


An  Hwwtead  Hal  of  prteaa  ar>d  aatvlcaa  far  tha  total  puiahaaa  pitm  at  ywr  haaiiat  aM  nntoi  la  armatla  ■>—  ra^wt 
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^CRW>mor<».  VA  2322S     / 
(804U32"4«      / 

D  f  nvK*  ^rr    O  liwurtne* 

OMm  h»««:  Uo««vMday.tiQOa.in.  •  SflOp.m. 

a*rt                               coam 
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TT'     1202 

<V(TO«Ma> 

Mcuu.  steimrr  • 

■<u««o»f 

arr/tiATt 

POOCri 

TnimONO 

OATI  (UtMltTIV 

!  R 

St*TU$ 

SBUll 

HiAiuM}  iHsniuMonin 

M30 

M*a/M00ii.                                            1  <^' 

rAius 

tUiui 

^*«»J^B  W^*| 

MM 

»aa<irnei)  of  rxooucTsi  c«i« 

Tormaftf 

><oo 

CITMU/eO'MYMtNr 

«)it 

tm-TOTAL 

MS  PATMtNT 

TOTALOUt 

ussoowmrATMcio 

lALOUtU^ONDiL 

DOWN  f  ATMINt  IT 

O  CADI    Q  OiKX     a  MC/VISA    O  AM(X 

OAIt 

U««»'*UT.ATB«U«»» 

Dfuvwy»Ar»if; 

O  CACH  a  (Utcx   o  rauuieso   3  Me/vi«A  o  *uu   a  mti^uMa 

OAK 

•AUUdOUI 

LIMrrtP  WAWWANTY  INf  OWMATION 


The  und*men«d  Mllar  igm*  te  Mil  Andth*  undtrsignM  sutehitir  agnn  to  purchat*  hcafins  «idlil  tnd  (cccsMnn.  kccordinQ  to  torms  Ht 

(onh  Mowt 

a.    The  puichanr  wu  advised  ihii  iht  MPtr  i>  noi  •  phrvciin  lictnsvd  lo  priciic*  mMwlnt;  *nd 

P    No  •x*min«ti«n  or  r«prM«<M«iion  moo*  Dy  tn*  toiler  snouu  M  rejiratd  u  «  modlcol  acmmatun,  o^nlon.  or  mmo*. 

0  Th«  hairing  »M  you  h*v«  purchoiod  K  cov«r«4  &ir » limited  xnrronty  oflond  by  ____ (or  •  p«r>«d  of  ^^^^_  moitfhi. 

LI  I  h4v*  recoivod  my  toportto  wtrranty  thML      PicoM  iniiitl 

Th«  i«rm(  of  tht  (imitod  wlrrtnty,  including  •uluiigni  ihorofrpm,  or*  «w  <«nh  pn  i  stptrtto  form  which  wi*  doOvtrtd  le  t«u  prior  tP  your 
pjrchat«.lncorwidwationoflholitniMwanintTr«4*rr«dtotbov«.«i««ptwmaYk«M«(ortnin«r*in.;  -MAKESNOWAnMNTtESOF 
ANY  KINO,  ErTHEH  CXPKESS  OR  IMn.110. 

nrou,  in*  Buyer,  may  car^cel  tni«  trarwaetion  at  any  time  prior  to  midnigrtt  o(  V\»  third  budnea*  day  atter  the  data  ol  thl« 
iiansaotion.  Sc«  th«  back  of  tnii  invoice  for  the  noiiea  oi  eancaiiauon  form  for  an  expianaiion  of  this  rigm." 

A  HEARING  AID  WILL  NOT  RESTORE  NORMAL  HEARING.  NOR  WIU  IT  PREVENT  FURTHER  HEARING  LOSS. 


WAivew 


I  am  over  ine  age  at  1 8  and  hi<r«  kaan  adviied  by  .  tnoi  ihA  Food  ana  Drug  Adminiairatian  ha*  dMarmmad  thai  mt  btm  haahh  iraarvn 

wouicta(arv*diflhadamtdic«l*v«lunionoyalieent*dphvtician|pra(*rablyen(wheaeactallnaindl*«*a*«g<theaar).b«lw«purth«sinoa 
.loafing  iid.  l  do  noi  wuh  a  madieal  •valuoiien  baiora  purchating  a  haaring  aid. 


lAtvw  c«  weaacTM  Nua)^  AS  wwAoi 


uetroa  HUMao 


CUSTOMetJMNATVnt 


sisT«aut»i«  (4  »■«  •!  .ivMTf  /  Mi»in  ii.yiuoyi' /  A 
: e    'S3   1 s 1 37 


OMiMMiiiirMI»Ma(/Aaa«tti(«i*v<a<«M:  H-Geu/amMVoMo 
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*  *  WHWtMGS  *  * 


1  ICet<tJ  bait»ri«»  out  o(  Ihii  rcoch  0*  etuUttn 

2  Baterws  snouiO  &«  cxratulty  Oiscaroea  in  recspKcln  (hit  csnnm  o«  accvnad  by  chiWrm  or  panofi*  of  OMnnl  Wteapaeitr. 

3  Oe  not  allow  otifert  (h  use  vour  fitidnf  sM  ind/oc  MtMSCriM  M  th«re»n  be  mistiMd  and  dama««  •no«h«f  s  hMring-    "■ 
4.  B4ti«rles  must  never  ce  pul  >n  your  mouth  for  any  reason  •*  (n«y  art  slippary  "^  ■"•V  >>"  *w«llon«]  accidcntafty. 


WOTlCe  TO  PATIE»fr 


An  itvmUwd  Km  9<  ^o««*  end  »*tvl«**  fee  <•<•  total  pureh***  p<4o*  •!  y««r  h»»»w>  vW  fHttng  ■•  availabla  upon  f  ^u— t, 

Th«  puretiaMr  Tity  rtto'n  il^  htanng  aid(()  for  iny  rcaton  wiUiin  30  day*  of  iha  dalivary  data,  previdad  tha  haarinf  aid(«) 
i$(ar8)  raiurrted  in  saiislaaoiy  condliton.  The  purchatar  it  antitiad  to  a  raplacamant  or  a  rtlurtd  last: 


NOTICE  OF  CANCetLATlON 


rou  may  caracal  tr>is  iranatction,  wnr>out  ir^  panany  or  obligation,  wjtnin  3  ousinass  days  from  tha  above  data. 

If  vou  cancal.  any  piopany  iradad  in.  any  paynneriit  mad*  by  you  ufMlar  tha  esntrsa  or  sala.  and  any  nagotiabia  kwiumant 
axaeutad  by  you  miil  ba  laiumcd  xviihin  1 9  fausinaxa  days  follewmg  raeaipt  by  tha  taUar  of  your  cancalatiOfl  rMica.  and  any 
saeunty  mturftst  arttir^g  out  of  tha  tranaacnon  wilt  ba  canealad- 

K  you  cancel,  yr  »  mutt  make  available  to  the  sa'ler  at  your  nnidenca.  m  tubstantially  at  good  cor^tlon  at  when  racaived,  any 
SOodtdelivcrcdtorvuu.«Jtf>  i*-:!  ce-'tracT^-sslejcr  you  rriy.rfyouyyish,  comely  with  tha  in«ru«ion»  of  t.1a»a)la.Teg«rdlr>v«.._ 
return  shipma.ni  of  the  geedt  8(  the  sailer's  exportse  and  ritk.  - 

If  you  do  make  the  goods  svtilable  to  the  sailer  and  ilia  tallar  does  not  pick  them  up  within  20  Oayaof  thadata  of  your  notica  of 
csnceliiiiion.  you  mjy  reiom  or  dispose  of  the  gooot  wlinoui  any  further  obUgaiion.  If  you  fail  lo  mak*  the  goodaavaitabia  to  tha 
scilor.or  If  you  agree  10  return  the  goods  lo  the  seller  ans  tail  to  do  so,  fian  you  remain  Uabia  for  performancaof  all  obCgationa 
unoer  iheconusci. 

To  cancel  this  traoiacnon.  mtil  or  deliver  a  signed  and  dated  cosy  of  this  cartcallatton  r>oticaor  any  oihar  written  notice,  or 
sand  J  teteoram.  to- 


st 


liMfMi  •(  MMf  •  flam  tt  >i»i"«i«l 
not  later  than  midnight  of 


laatu) 
I  hereby  cancel  thit  transaction    


twtti 


(huyttr  t  AiQAMurai 
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HEARING  LOSS 

JoHPH  B.  Nadol,  Jr.,  M.D. 

HEAXING  lou  of  t  degree  suflicieot  to  incerfere 
with  social  and  job-related  cotrununication  is 
among  the  most  common  chronic  neural  impairments 
in  the  U.S.  population.  On  the  basis  of  health-inter- 
view data,'  it  is  estimated  that  approximately  4  per- 
cent of  people  under  45  yean  of  age  and  39  percent  of 
those  65  yean  or  over  have  a  handicapping  loss  of 
he»rine.  A.  sir-i;:'  ..!-•»»'  in  Great  Britain'  found  that 
approximately  75  percent  of  (he  population  ques- 
□oiieo  i.-d  i^..:'  ^'.I'u.j  U.rr.cU:', ,  ciiid  audiomctric 
evaluation  of  a  portion  of  that  population  found  that 
20  percent  had  a  hearing  impairment  exceeding  25  dB 
HL  (hearing  level)  in  the  better-hearing  ear.  (The  unit 
of  measurement  of  the  intensity  of  sound  is  the  deci- 
bel. Changes  in  loudness,  or  sound  pressure,  as  meas- 
ured by  an  audiometer  can  be  expressed  mathemat- 
ically as  N  (dedbeU)  -  20  log  P1/P2,  where  PI  and 
P2  are  sound  pressures  [in  dynes  per  square  centi- 
meter] to  be  compared.  Thus,  a  10-foId  change  in 
sound  pressure  will  be  measured  as  20  dB.  Clinically, 
loudness  Is  expressed  in  dedbels  HL;  the  threshold  for 
the  percepdon  of  a  sound  at  a  given  frequency  by 
normal  persons  is  0  dB  HL.  Normal  convenational 
levels  are  45  to  60  dB,  and  the  loudness  of  a  jet  engine 
at  31  m  [100  ft]  u  140  to  150  dBi  The  threshold  for  a 
handicapping  hearing  loss  —  that  is,  one  severe 
enough  to  isurfere  with  speech  acquisitioa  in  a  child 
or  effecrive  convenadon  in  an  adult  —  is  approxi- 
mately 25  to  30  dB.)  It  has  been  estimated  that  more 
^j|l|n2^2U]]J22L'^'""^'^'°*  ^*^'  hearing  impairment 
and  that  as  many  as  2  million  of  this  group  are  pro- 
foundly deaf.'  The  prevalence  of  hearing  loss  increases 
dramatically  with  age  (Fig.  1).  Approximately  I  per 
1000  infants  has  a  hearing  loss  sufficiently  severe  to 
prevent  the  unaided  development  of  spoken  lan- 
guage.*''  More  than  360  per  1000  penons  over  the  age 
of  75  have  a  handicappung  bearing  loss.' 

The  sodoeconomic  cost  of  hearing  loss  is  difficult  to 
assess.  It  has  been  estimated  that  the  cost  of  only  one 
of  the  HMny  causes  of  hearing  lou  —  namely,  odtis 
media  of  childhood  —  may  exceed  S3.5  billion  per 
year  m  the  United  States.*  The  cost  of  lost  productiv- 
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ity,  spedaJ  education,  and  medical  treatment  may  ex- 
ceed S30  billion  per  year  for  disorden  of  hearing, 
speech,  and  language.  The  most  common  causes  of 
profound  deafiieu  in  childhood  are  genetic  disorders 
and  meningitis,  constiniting  approximately  13  percent 
and  9  percent  of  the  total,  respectively.'  In  approxi- 
mately 50  percent  of  the  cases  of  childhood  desihcss, 
the  cause  is  unknown.  Since  most  of  these  cases  may 
have  a  geneoc  basis,'  genetic  causes  or  predisposition 
is  probably  the  leading  cause  of  hearing  loss. 

Anatomy  or  nu  AuDrrosir  Svittm  ahd 
Anatomicai.  Srru  or  Htajunc  Lou 

Impairments  anywhere  along  the  auditory  path- 
way, from  the  external  auditory  canal  to  the  central 
nervous  system,  may  mult  in  hearing  loss.  The  audi- 
tory apparatus  can  be  subdivided  into  the  external 
and  middle  ear,  inner  ear  and  auditory  nerve,  and 
centra]  auditory  pathways  (Fig.  2). 

Eiiwnal  and  MUdIa  Ur 

Auditory  stimuli  are  mechanically  transmitted 
through  the  external  auditory  canal,  tympanic  mem- 
brane, and  ossicular  chain  to  the  inner  ear.  The  mid- 
dle ear  and  mastoid  process  are  normally  filled  writh 
air.  Disorden  of  the  external  and  middle  ear  usually 
produce  a  conductive  hearing  loss  by  interfering  with 
this  mechanical  transmission.  Common  causes  of  a 
conductive  bearing  loss  indude  obsirucdon  of  the  ex- 
ternal auditory  canal,  as  can  be  caused  by  aural  atre- 
sia or  cerumen;  thickening  or  perforation  of  the  rym- 
panic  membrane,  as  can  be  caused  by  trauma  or 
infection;  fixation  or  resorption  of  components  of  the 
ossicular  chain;  and  obstruction  of  the  eustachian 
tube,  resulnng  in  a  fluid-filled  middle-ear  space. 

Imwr  br  and  Cantral  Audttory  tyatMn 

Auditory  information  in  humans  is  transduced  from 
a  mechanical  signal  to  a  neurally  conducted  electrical 
impulse  by  the  action  of  approximately  15,000  neuro- 
epithelial cells  (hair  cells)  and  30,000  fint-order  neu- 
rons (spiral-ganglion  cells)  in  the  inner  ear.  All  central 
fiber*  of  spiral-ganglion  cdls  ibrm  synapses  in  the 
ro«-t«|>«T  nudeus  of  the  pontine  brain  stem.  The  audi- 
tory projeciions  from  the  cochlear  nudeus  are  bilater- 
al, with  m^or  nudei  located  in  the  inferior  colliculus, 
medial  geniculate  bodv  of  the  thalamus,  and  auditory 
cortex  of  the  temporal  lobe."  Although  the  details  of 
the  neurophysiology  of  the  inner  ear  and  central  audi- 
tory prqjecdoQS  are  beyond  the  scope  of  this  review,  a 
few  specific  observBDons  arc  important  for  an  under- 
lundlng  of  the  localixation  of  hearing  loss.  First,  the 
number  of  neuron*  involved  in  hearing  increases  dra- 
madcally  from  the  cochlea  to  the  auditory  brain  stem 
and  the  auditory  cortex.  AU  auditory  information  is 
traA*duced  by  only  15,000  hair  ceUs,  of  which  the  so- 
called  inner  hair  cells,  numbering  3500,  are  erideally 
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imporrot,  lince  they  form  lyiupies  with  approxi- 
mately 90  percent  of  Ae  30,000  primary  auditory  neu- 
ron*. By  compariton,  at  the  level  of  the  cochlear  nu- 


cleuf,  the  number  of  neural  elements  involved  ii 
'~~»"- »»<  in  'He  hundrtdi  "f  thousand*.  Tliui,  dam- 
age to  a  relatively  few  cells  in  the  auditory  periphery 
can  lead  to  lubatantial  hearing  lots.  Hence,  most 
auiei  of  aenaorineunil  losi  can  be  ascribed  to  lesioiu 
in  the  inner  ear. 

Conversely,  because  of  the  much  sreater  number  of 
neurons  in  the  central  auditory  pathway  and  the  bi- 
lateral ascending  projecrions,  limited  lesions  in  the 
central  auditory  system  jenerally  do  not  produce  an 
important  change  in  the  audiogram.  Instead,  lesions 
in  the  central  auditory  system  tend  to  cause  more  sub- 
de  impairments,  such  as  defecdve  sound  localization, 
a  common  finding  in  multiple  sclerosis. 

Seoond,  the  ascending  auditory  pathway  is  charac* 
terixed  by  a  tonotopic  organization  —  that  is,  neural 
and  neuroepithelial  cells  are  grouped  according  to  fre- 
quency specificity.  For  example,  within  the  inner  ear 
high-firequency  auditory  stimuli  are  transduced  in  the 
basal  end  of  the  cochlea  and  low-frequency  stimuli  in 
the  apical  end.  Thus,  damage  to  a  portion  of  (he  inner 
ear  will  cause  a  specific  pattern  of  sensorineural  hear- 
ing loss.  For  example,  aminoglycoside  antibiotics  pref- 
erentially damage  hair  cells  in  the  basal  turn  of  the 
eorhlea.  It  is  for  this  reason  that  the  earliest  auditory 
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abnormtiity  in  aminoglycotide  ototoxidry  it  high-fre- 
quency ^$enMnn:uni  hean&g  Ion  (Fig.  3), 

Common  CAinn  of  Heajunc  Lom 

The  common  ottues  of  heaiing  lou  are  lilted  in 
Table  I. 

■ftualon*  and  InlNOetM  of  tfM  tar 

The  moit  common  cauie  of  conductive  hearing  lou 
in  childhood  is  otiiii  media  with  eiTuiion,  in  which  the 
middle  ear  and  mastoid  air  spaces  are  filled  with  se- 
rous fluid.  Malfunction  of  the  eusuchian  tube,  owing 
to  mucosal  disease  or  structural  defects  such  as  crani- 
ai-base  anomalies,  is  a  common  substrate  for  this  dis- 
order. Acute  suppurative  odtis  media  is  most  common 
in  childhood  and  during  the  winter  months."  Fortu- 
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nately,  acute  otitis  media  rarely  ,  cfults  in  more  than  a 
temporary  S3r,i;;rdvT  Tics'::::5-iiia_  Uespiie  the  in- 
troduction of  antibiotics,  there  has  been  little  or  no 
decrease  in  the  incidence  of  chronic  suppurative  oti- 
tis media.  Here  again,  a  principal  pathophysiologic 
mechaoitm  appears  to  be  dysfunction  of  the  eusu- 
chian tube.  Long-term  negative  middle-ear  pressure 
may  lead  to  retraction  of  the  tympanic  membrane; 
resorption  of  the  ouides;  formation  of  cholesteatoma 
within  the  middle  ear,  resulting  in  disruption  of  the 
ossides  and  the  mastoid  process  and  fibrosis  of  the 
middle  ear  (Fig.  4);  and  a  handicapping  conductive 
hearing  lots.  Complications  of  untreated  chronic  sup- 
purative oritis  media  indude  sensorineural  hearing 
lost  due  to  suppurative  labyrinthitis,  brain  abscess, 
and  meningitis. 

Bacterial  meningitis  from  any  cause  results  in  sen- 
sorineural lost  in  5  to  33  percent  of  patients  who  sur- 
vive the  disease."-"  The  mechanism  of  hearing  loss 
appears  to  be  suppurative  labyrinthitis  or  neuritis  (or 
both)  resulting  in  the  loss  of  hair  cells  or  damage  to 
the  auditory  nerve." 

Syphilis,  both  congenital  and  acquired,  can  pro- 
duce unilateral  or  bilateral  sensorineural  hearing  lots. 
Syphilis  c*"  Tiimir  »  pu..ib;,r  of  other  Hi«orrferj  of 
hearing  and  balance,  induding  Meniere's  disease  and 
immune-mediated  sensoriniurki  titk4ing  io^t.  ~>e 
most  common  clinical  setting  is  the  late  latent  stage; 
hence,  the  fluorescent  treponemal-antibody-abtorp- 
tion  test  rather  than  the  Venereal  Disease  Research 
Laboratory  flocculaiion  test  or  the  rapid  plasma  rea- 
gin  test  may  be  necessary  to  make  the  diagnosis. 
Treatment  with  antibiotics  and  corticosteroids  may 
stabilize  or  improve  hearing." 

Tuberculosis  of  the  temporal  bone^  can  cause  mul- 
tiple perforationt  of  the  tympanic  membrane,  chronic 
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wm  (36  pafoanQ  In  tha  rtght  aar  li  auggaadva  ol  a  ralrocochlaar 
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granuloinatout  otiti*  media,  a  cervical  abaccM  medial 
to  the  tteniocleidoinajtoid  musde  (Besold'i  abaceu), 
aad  both  conductive  and  leMorioeural  baring  loss.  It 
b  rare  in  the  abcence  of  primary  pulmonary  tubercu- 
loaii.  Tubcrcttloiu  otitii  media  may  mimic  chronic  oti> 
tit  media  aad,  hence,  may  be  leen  clinically  a*  peniit* 
ent  diaease  after  mastoid  surgery. 

The  role  of  viruacj  in  the  productioo  of  lensorineu- 
nl  loei  it  controvenial.  The  evidence  of  virmi-induced 
tetwoiineural  lott  it  ttrongeit  for  maternal  rubella," 
cytometalovirut,"  and  herpct  totter.**  Although  mea- 


tlea,  mumpt,  and  other  common  vinuet  are  often  dted 
at  eantadve  afcnti,  their  role  in  pottnatal  hearing  lett 
remaiat  onproved.**  Scniorinenral  hearing  lott  may 
alio  occnr  in  patienta  with  the  acquired  iiamunodefi- 
dency  lyttdrome  at  a  result  oTopportunittic  infectiont 
of  the  temporal  bone  or  cerebeilopoatile  angle." 


The  true  inddeaee  of  genetic  cautet  oT  conductive 
and  teatorineural  hearing  lott  it  unknown.  It  hat  been 
estimated  that  at  leaai  iO  percent  of  caaet  of  pro- 
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found  de»fne»f  in  childhood  have  genrdc  c»u»e».;*'  Tf , 
one  taJiei  into  considen^lr^e  probability  tha:  ge- 
netic predijpojition  it  a  major  causative  fakiuf  in 
preabycuiii,  which  afTecu  one  third  of  the  popula- 
tion over  75  year*  of  age,"  genetic  and  hereditary 
factors  are  probably  the  lingle  most  common  cause 
of  bearing  loss.  Konigtmark  has  written  an  excel- 
lent review  of  hcrediury  deafness  in  htimans.'*  In 
congeniul  or  early-onset  genetically  determined  deaf- 
ness, the  pattern  of  inheritance  is  autosomal  reces- 
sive in  60  to  70  percent  of  cases,  autosomal  dominant 
in  20  to  30  percent,  and  X-linked  in  2  percent.'' 
Genetic-linkage  analysis  has  been  accomplished  in 
Usher's  syndrome^'  (retinitis  pigmentosa  and  con- 
genital sensorineural  deafness)  and  Waardenburg's 
syndrome  (lensorineural  deafness,  laterally  displaced 
medial  canthi,  broad  nasal  root,  white  forelock,  and 
heterochromia  iridis)."  Genetic  lesions  may  cause 
both  conductive  and  sensorineural  hearing  loss  as  part 
of  recognizable  syndromes  or  with  no  associated  ab- 
normalities. 

At  least  SO  hereditary  syndromes  produce  conduc- 
tive hearing  loss,  usually  mediated  by  dysplasia  or 
fixation  of  the  ossicles  of  the  middle  ear  or  by  malfor- 
mation of  the  externa)  »i,"'-''.'!''->'  -jnal "  The  .nost 
common  genetically  ti-nnsmitied  disorder  producing 
conductive  hearing  loss  is  otosclerosis.  Apj^roximately 
I  percent  of  the  population  is  aflected,  usually  in  both 
ears.  Up  to  10  times  that  number  may  have  histologic 
involvement  of  the  temporal  bone  in  a  form  that  b 
not  clinically  apparent.'*  Conductive  hearing  loss  is 
caused  by  fixation  of  the  stapes  footplate  (Fig.  5),  and 
involvement  of  the  endcsteum  of  the  inner  ear  may 
cause  a  concomitant  sensorineural  hearing  loss.''  Al- 
though clearly  demonstrating  a  pattern  consistent 
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with  autosomal  dominant  inheritance,  chronic  osteitis 
due  to  measles  virus  has  been  suggested  as  a  cofisctor 
in  the  pathogenesis  of  conductive  bearing  loss."  Less 
common  genetic  cause*  of  cotuluctive  hearing  loss  in- 
clude osteogenesis  imperfecta"  and  the  Klippel-Feil 
syndrome  (sensorineural  dea&ets  and  fusion  of  cervi- 
cal vertebrae)." 

Genetic  anomalies  are  much  more  commonly  ex- 
pressed as  sensorineural  hearing  Ion  than  as  conduc- 
tive hearing  lots.  The  actual  incidence  of  genetically 
determined  seniorineural  hearing  loss  is  unknown, 
but  it  is  clearly  a  major,  if  not  the  main,  cause  of 
sensorineural  loss,  particularly  in  children.'  The  ma- 
jority of  cases  of  genetically  determined  sensorineural 
loss  probably  occur  in  an  autosomal  recessive  form 
and  not  as  pan  of  a  clinical  syndrome,  as  reviewed  by 
Konigsmark.'*  Noruyndromal  seruorineural  hearing 
loss  that  is  genetically  determined  may  be  congenital 
or  late  in  onset,  progressive  or  nonprogressive.  The 
most  common  audiomeiric  pattern  is  mid-  or  high- 
frequency  lots;  however,  a  low-frequency  predomi- 
nance has  also  been  described.*'  Although  genetically 
determined  sensorineural  hearing  lots  is  usually  bi- 
lateral, asymmetric  or  even  vmilateral**  hearing  loss 
hi-  bern  described.  In  addition,  genetically  deter- 
mined seniorineural  loss  hat  been  described  in  con- 
junction with  abnormalitiet  of  the  external  ear,  skin, 
eye,  central  nervous  system,  musculoskeletal  system, 
kidneys,  and  other  organs.  Among  the  most  common 
syndromal  forms  of  sensorineural  lots  are  Waarden- 
burg's syndrome,  Alport's  syndrome  (sensorineural 
dea£aess  and  nephritis),  and  Usher's  syndrome. 

In  addition  to  genetically  determined  causes,  con- 
genital hearing  lots  may  be  seen  in  a  variety  of  con- 
ditions, including  those  caused  by  intrauterine  ex- 
posure to  thalitiomide,*'  quinine 
intoxication,'"  hypothyroidism," 
matemal  rubeUa,**  the  CHARGE 
association*^  (coloboma,  heart  dis- 
eue,  atresia  of  the  natal  choanae, 
retarded  development,  genital  hy- 
poplasia, and  ear  anomalies),  pre- 
maturity,'" neonatal  jaundice,*' 
cerebral  palay,'"  and  intrauterine 
exposure  to  tretinoin.** 

Otvloilfltty 

A  variety  of  commonly  used 
drugs  have  ototoxic  properties.  The 
best  known  are  the  aminoglyco- 
side antibiotia,*"'  loop  diuretica,'' 
salicylates,"  and  antineoplastic 
agents  such  as  dsplatin.**  In  addi- 
tion, ototoxidry  has  been  described 
during  oral  or  parenteral  adminis- 
tration of  erythromycin.*"*  In- 
creased loxidty  in  the  presence  of 
renal  (ailtirc  i*  a  weU-known  char- 
acieritdc  of  tome  drugs,  particular- 
ly aminoglyootidet,  and  a  synergis- 
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tic  tffecc  of  other  ototoxic  lubstancei,  such  u  loop 
diuretia,"  hu  been  deicribed.  Moit  ototoxic  tub- 
iunee*  cauie  heating  lots  by  dajna^ing  il)e  cochlea, 
pajticalariy  the  auditory  hair  cella  and  stria  vaicu- 
larit,  a  ipecialixed  epithelial  organ  within  the  inner 
ear  retponiible  for  the  homrosusii  of  fluids  and  elec- 
trolyte*. Ototoxicity  can  be  prevented  by  careful  mon- 
itoring of  patJenii,  particularly  those  v«dth  compro- 
mised renal  Auction  or  those  receiving  more  than  one 
ototoxic  drug.  In  addition  to  measurements  of  peak 
and  trough  serum  levelj,  prttreatment  audiometry 
and  vestibular  testing,  followed  by  weekly  tests  during 
treatment,  are  useful  in  high-risk  patients.  Daily  ques- 
tioning of  the  patient  for  the  presence  of  tinnitus  or 
vestibular  symptoms  is  advisable,  although  one  must 
keep  in  mind  that  a  bedridden  patient  may  not  have 
nystagnui  or  vestibular  symptoms  despite  the  onset 
of  toxic  vestibulopathy.  Furthermore,  although  bi- 
lateral auditory  involvement  is  the  rule,  an  uymmet- 
ric  effect  is  common.  Secondary  neural  degeneration 
may  occur  many  years  after  an  ototoxic  event.  There  is 
evidence  that  some  ototoxic  subsunces  may  be  selec- 
tively concentrated  within  the  inner  ear,  resulting  in 
progressive  sensorineural  loss  despite  the  discontinua- 
tion of  syitemic  administration.'* 


Closed  or  peiketratiBg  injuries  of  the  skull  and  tem- 
poral bone  can  result  in  conductive  or  sen«orinevr»l 
hearing  lots  or  both.  Longitudinal  fractures  through 
the  temporal  bone  generally  result  in  pcrfsration  of 
the  tympanic  membrane,  disruption  of  the  external 
auditory  canal  and  ouicular  chain,  bloody  otorrhea, 
asd  conductive  hearing  lost.  Sensorineural  hearing 
low  i*  lest  common.  Fractures  tniuverse  to  the  long 
ajtia  of  the  temporsJ  bene  can  result  in  a  hemato> 


(X  ih*  StapM 


tympanum  and  are  much  more 
likely  to  cause  permanent  and  pro- 
Tound  sentvjrineural  loss  by  disrupt- 
ing the  cochlea  or  auditory  nerve. 
Concustive  injuries  of  the  skull 
without  fracture  may  result  in 
higfa-Erequency  sensorineural  hear- 
ing loss  similar  to  that  seen  in 
acoustic  trauma. 

There  is  individual  tusceptibiliry 
CO  trauma  from  noise.  Clinically  im- 
portant sensorineural  hearing  loss 
nruy  occur  in  some  people  exposed 
to  ikigh-intensity  noise  even  oelow 
levels  approved  by  the  Occupation- 
al Safety  and  Health  Administra- 
tion." In  addition  to  individual 
susceptibility,  there  may  be  synergy 
with  commonly  self-administered 
medicatioiu  such  as  aspirin.  Serial 
audiometry  is  the  only  way  to  be 
ceruin  of  the  possible  deleterious 
effects  of  noise  in  a  given  patient. 
However,  a  useful  clinical  guideUw 
is  that  if  a  noise  is  sufficiently  loud  to  be  painful 
or  ?c  -Ruje  rnniius  or  a  t*Tnp<N'»ry  sensation  of 
blocking  in  the  ears,  it  is  likely  that  prolonged  expo- 
sure to  the  noise  wiU  cause  permanent  seiMoriDCurtl 
lost." 

Barotrauma  usually  occurs  during  descent  from 
high  altitude  in  which  there  is  a  rapid  increase  in  air- 
craA  pressure  in  the  presence  of  compromised  func- 
tion of  the  eustachian  tubes  owing  to  upper  respirato- 
ry tract  infection  or  allergy.  The  inability  to  equaliie 
air  pressure  on  the  external-canal  and  middle-ear 
tides  of  the  tympanic  membrane  leads  to  substantial 
negative  pressure  within  the  middle  ear,  resulting  in 
serous  or  bloody  effusion  and  then  pain  and  temporary 
conductive  hearing  loss  but  rarely  permanent  damage 
to  the  inner  ear. 

Rupture  of  the  membranoiu  barrier  between  the 
middle  ear  and  inner  ear  at  the  oval  or  round  windows 
may  result  in  leakage  of  fluid  from  the  inner  ear.  Such 
a  "perilymphatic  fistula"  may  eauae  progrewive  or 
fluctuating  seiuoiineural  lou  and  vestibular  symp- 
toms. A  fistula  uiually  forms  aAer  head  trauma,  heavy 
lifting,  or  ttraiiting,  or  occasionally  during  baro- 
trauma. Unfominately,  there  it  eiirrenUy  no  diagnoa- 
tic  option  available  other  than  surgickl  exploration  of 
the  middle  ear  to  confira  this  diagnosis.  Repair  of  a 
fistula  with  a  tissue  graA  may  stabilixe  the  hearing  Ums 
and  dUminate  the  vestibular  symptoms.*'  - 

Lumbar  puncture  with  or  without  the  introduction 
of  a  radiographic  contrast  agent  may  mull  in  heariB( 
lots,  presumably  due  to  the  rapid  decrease  in  spinal 
fluid  and  perilymphatic  pressure.** 

Irradiation  of  the  head  and  neck  region  directed 
at  lesions  within  the  temporal  bone  or  adjacent  areas 
such  as  the  nasopharynx  may  result  in  a  conduc- 
tive bearing  lou  due  to  oneoradioneerotis**  or  a 
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sensorineural  bearing  loss  presumably  due  to  radi- 
ation labyriinhius." 

IWUM  Msititiil  »wwof1n»u<«l  M— ring  LOM 

Seven!  syitemic  immune-mediated  disorden,  in- 
cluding Cogan's  syndrome"  (nonsyphilitic  interstitial 
keratitis  with  vestibuloauditory  lymplomi),  relaps- 
ing polychondridf  ,**  polyajteritji  nodosa,"  Wegener's 
granulomatosis,**  lupus  erythemausus,"  Beh^t'l  dis- 
ease," and  giant-Cell  arteritis,"  are  known  to  cause 
bearing  loss.  Histopathological  study  of  the  temporal 
bones  in  patients  wiih  these  disorders  supports  the 
view  that  vasculitis  and  an  inflammatory  infiltrate  arc 
the  cause  of  sensorineural  hearing  loss  (Fig.  6). 

More  recently,  a  form  of  immune-mediated  sensori- 
neural hearing  loss  without  other  systemic  manifesta- 
tions has  been  recognized."  The  hearing  loss  is  usual- 
ly bilateral,  is  rapidly  progressive  (measured  in  weeks 
or  months),  and  may  or  may  not  be  associated  with 
vestibular  symptoms.  The  diagnosis  of  this  form  is 
difficult.  Currently,  immunoassay  (by  Western  blot- 
ting) for  circulating  antibodies  to  inner-ear  orotein 
holds  the  most  promise  as  a  diagnostic  tool.'^" 

Demyelinating  processes,  such  as  multiple  sclerosis, 
tray  cJi""  s»"»->"i»ural  hearing  loss.'*  The  fint  signs 
of  auditory  dysfunction  may  be  subtle,  luch  as  impair- 
ment 01  sound  localization  or  latency  changes  in 
auditory  evoked  brain-stem  responses,  both  of  which 
reflect  prolonged  conduction  velocities  in  central  audi- 
tory pathways. 

Tumor* 

A  variety  of  tumors,  both  primary  and  metasutic, 
can  produce  either  a  conductive  bearing  loss,  by  inter- 
fering with  the  motion  mechanics  of  the  middle  ear 
and  ossicles,  or  a  sensorineural  hearing  loss,  by  invad- 
ing the  inner  ear  or  auditory  nerve.  Rarely,  hearing 
loss  may  be  due  to  meningeal  carcinomatosis  involv- 
ing the  auditory  nerve  within  the  internal  auditory 
canaL**  The  most  common  primary  tumors  arising 
within  the  temporal  bone  are  acoustic  neuroma,  che- 
modectoma,  squamous-cell  carcinoma,  adenocarcino- 
ma, and  bual-ceU  carcinoma.  The  most  common 
metasutic  lesioiu  to  the  temporal  bone  are  adenocar- 
cinoma of  the  breast  in  women  and  prostatic  and  re- 
nal-cell carcinoma  in  men. 

MiepaMo  Md  DagaiMiMlv*  Dtaerdvr* 

A  variety  of  degenerative  disorders  of  unknown 
cause  can  produce  sensorineural  hearing  loss.  Me- 
niere's syndrome,"  characterized  by  fluctuating  sen- 
sorineural hearing  loss,  episodic  vertigo,  and  tinnitus, 
appears  to  be  caused  by  a  disorder  of  fluid  homeocu- 
su  within  the  inner  ear,  although  the  pathogenesis 
remains  unknown.  Sudden  idiopathic  sensorineural 
hearing  loss,"  causing  modente-to-severe  sensorineu- 
ral dea&ess,  may  be  due  to  viral  labyrinthitis. 

Presbycusis,  the  hearing  loss  associated  with  aging, 
is  by  no  means  universal,  but  it  affects  more  than  one 
third  of  persons  over  the  age  of  Ti  year*.  The  most 


common  histopathological  correlate  nC  prftKyci'S'-  is 
the  jots  oi  iicurocpniieiial  (hauy  u^,  m.£T«ra,  ^ni 
the  stria  vascularis  of  the  peripheral  auditory  sys- 
tem." Although  less  well  uoderttood,  degeneraave 
processes  probably  also  occur  in  the  central  auditory 
pathway."'**  Presbycusis  is  best  understood  as  result- 
ing from  the  cumulative  effects  of  several  noxious  in- 
fluences during  life,  including  noiie  trauma,  ototoxici- 
ty, and  genencally  influenced  degeneration. 

OlMrtar*  e(  ih*  CIrwIalion 

The  vascular  supply  of  the  inner  ear  can  be  compro- 
mised by  hemorrhage  into  the  internal  auditory  canal 
and  inner  ear,  interference  with  the  vertebrobasilar 
circulation,  embolic  phenomena,  and  hypercoagula- 
ble  states.  Spontaneous  hemorrhage  into  the  inner  ear 
has  been  described  as  a  complicatioo  of  leukemia,** 
Wegener's  granulomatosis,  trauma  to  the  temporal 
bone,  and  subarachnoid  hemorrhage.  The  vascular 
supply  to  the  inner  ear  is  provided  by  the  anterior  or 
inferior  cerebellar  artery,  a  branch  of  the  vertebrobas- 
ilar system.  Occlusion  of  this  vessel  will  result  in 
profound  sensorineural  hearing  loss  and  usually  in 
vertigo.  More  proximal  occlusion  may  result  in  Wal- 


•-> »•.'-: 
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lenberg's  syndrome."  In  thi^  •;■ 
a  variable  symptom.  Hearinc  loss  has  also  been  re- 
ported in  builar  migraine."  Sudden  hearwg  io.«  las 
been  described  as  a  complication  of  fat  emboli  and  the 
hypercoagulable  state.**" 

DiACNomc  ArrnoACta* 

Given  the  many  possible  causes  of  hearing  loss,  a 
thorough  history  is  essential  for  diagnosis.  The  nature 
of  the  onset  of  the  hearing  loss  —  unilateral,  bilateral, 
fluctuating,  progressive,  sudden,  or  insidious  —  is  an 
important  differential  symptom.  The  presence  of  oth- 
er concurrent  aural  symptoms,  such  as  pain  and  dis- 
charge; vertigo;  facial-nerve  symptoms;  and  other 
nonaural  symptoms,  including  other  cranial-nerve  or 
generalized  neurologic  disturbances,  will  likewise  help 
direct  the  subsequent  evaluation.  It  is  also  useful  to 
know  whether  there  were  predisposing  bctors,  such  as 
tnuma,  exposure  to  noise,  use  of  medications,  inter- 
current disease  including  neoplaitie  processes,  and  a 
family  history  of  hearing  loss. 

The  physical  examination  should  include  not  only 
visualization  of  the  tympanic  membrane  and  clinical 
tests  of  hearing,  such  as  the  tuning-fork  and  whisper 
tests,  but  also  a  complete  head  and  neck  and  cranial- 
nerve  examination  and,  if  indicated,  a  neurologic  ex- 
amination. 

The  mainstay  of  ancillary  testing  remains  behavior- 
al (pure-tone  and  speech)  audiometry.  Measurement 
of  ue  auditory  evoked  brain-stem  response  is  useful  in 
very  young  or  uncooperative  patients.  In  this  test, 
neural  response*  to  auditory  stimuli  can  be  detected 
during  electroeitcephalography  by  signal-avenging 
techniques  (Fig.  7).  By  varying  the  intensity  of  the 
acoustic  srimuU,  a  threshold  approximating  the  be- 
havioral threahold  can  be  determined.  In  addition,  at 
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suprathrethold  leveli,  prolongation  of  the  interwave 
time  Utendea  of  the  auditory  evoked  brain-item  re- 
ipoiue  provides  a  aeruitive  indicator  of  retrocochlear 
(auditory  nerve  or  brain  stem)  leaiona."  Veadbuiar 
teatlnc  in  the  hm  of  electronyatagmometry,  rotation- 
al testa,  and  posturofraphy  are  useful  adjuncu  when 
there  are  concomiunt  vestibular  symptoms. 

Modem  imaging  techniques  have  revolutionized 
neuro-otologic  diagnosii.  Computed  tomography  is 
particularly  useful  for  identi^ing  bony  lesions  of  the 
temporal  bone  and  mastoid  process,  and  magnetic  res- 


onance imaging,  particularly  with 
gadolinium  enhancement,  is  now 
capable  cT -demonstrating  ictioiu 
luch  as  acoustic  neuromas  meas- 
uring i  mm  in  diameter  in  the  in- 
ternal auditory  canal.  Given  that 
hearing  lou  due  to  a  systemic  dis- 
ease that  does  not  have  other  clear 
clinical  manifestations  is  unlikely, 
serologic  and  chemical  screening 
should  be  based  on  the  history 
and  physical  findings.  Elxcepttons 
include  the  use  of  the  fluorescent 
treponemal  -  antibody-absorption 
test"  for  late  latent  syphilis,  in 
which  hearing  loss  may  be  the 
only  ryinptom,  and  immunousay 
(Western  blotting)  for  jus- 
pected  immune-mediated  sensori- 
neuraJ  bearing  loss  in  the  absence 
of  systemic  maiufestationsj' 

TSIXATKXKT 

Although  the  details  of  treatment 
strategies  for  hearing  loss  are  be- 
yond the  scope  of  this  review,  a  few 
comments  about  what  is  clinically 
available  for  patients  with  hearing 
loss  are  warranted. 

TrMlmant  and  PUtiaWinatlan  of 
Conduetlv*  Haartfia  l-aaa 

Most  patients  with  congenital 
and  acquired  causes  of  conductive 
hearing  loss  can  be  helped  by  mod- 
em tympanoplasry  (repair  of  the 
tympanic  membrane),  osslculo> 
plasty  (reconstruction  of  the  ossicu- 
lar chain),  and  stapedectomy  (re- 
placement  of  an  ankylosed  stapes 
with  a  prosthesis)."**  Most  recent- 
ly, further  improvements  is  svirgj- 
ckl  results  have  been  achieved  by 
refinement  of  techniques,  such  as 
intraoperative  electrophysiologic 
monitoring  of  the  fadal  nerve  and 
the  use  of  laser  techniques  in  mid- 
dle-ear surgery.  The  introduction 
of  bioactive  allopUstic  material*, 
such  a*  bydroxyapatite,  has  improved  the  subiliry  of 
ossicular  reconstructioaa  of  the  middle  ear.  In  addi- 
tion, hearing  aids  are  a  useful  nonsurgical  option  Car 
most  patients  with  conductive  hearing  loss. 

TrMOnam  «td  NahaMOMMon  of  iMMMlMural  HMTlnc 


The  evaluation  of  sensorineural  loss  should  include 
a  strategy  to  identily  an  increasing  number  of  cause* 
that  are  amenable  to  medical  or  surgical  treatment, 
such  a*  syphilis  in  the  lateat  or  congenital  form,  im- 
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Flgur*  7.  Auditory  Brakad  Brain-Sum  RnponMs  In  Iht  L«n  and 
Right  Earn  of  a  Z7-YMr-0M  Pattwil  with  a  Normal  Pur»-Ten« 
Audiogram  and  RaduMd  SpMch  Diaeriminatlon  (M  Paroant)  In 

ffw  night  Ear. 
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muflc-mediated  Mtuorineural  hearing  lou,  acouttic 
neuroma,  sudden  idiopathic  iensorineural  heuing 
loti,  and  penlymphatic  fiituli.  For  example,  left  un- 
treated, late  latent  typhilii  will  often  cauae  profound 
bilateral  lenaorineunJ  hearing  loii,  whereas  treat- 
ment with  a  combination  of  corticoiteroidi  and  anti< 
biotic*  may  tubilize  or  even  improve  hearing." 
The  approach  to  the  management  of  immune-medi- 


a>eo  maiif>aiuTir*J  loishai  undergone  rapid  evolution. 
Cun-»nt  treatment  includes  long-term  therapy  with 
conicostertuds  or,  in  some  case*,  immunosupprestion 
or  plasmapheresis."" 

The  management  of  acoustic  neuroma  has  im- 
proved dramatically  in  the  past  13  years.  For  most 
lesions  preservation  of  the  iadal  nerve  and,  in  some 
case*,  of  hearing  can  be  expeaed  after  surgical  resec- 
tion." 

The  ability  to  treat  idiopathic  sudden  sensorineural 
hearing  loss  suffers  from  a  lack  of  a  known  cause. 
However,  it  is  dear  that  prompt  treatment  with  corti- 
costeroids is  beneficial  in  a  subgroup  of  padents." 

Perilyraphabc  fistula,  although  uncommon,  is  ame* 
nable  to  surgical  repair  with  &ee-tiuue  grafts  to  the 
oval  or  round  windows. 

Early  ideniificadon  of  meningitij"  and  the  use  of 
corticosteroids  in  the  therapeutic  regimen  for  child- 
hood meningitis"  may  reduce  the  incidence  of  sensori- 
neural hearing  loss  as  a  sequela  of  this  disorder. 

Hearing  aids  are  still  the  maiiuiay  of  the  treatment 
of  patients  with  sensorineural  hearing  loss  that  is  not 
amenable  to  medical  or  surgical  management.  The 
modem  h^ arinir  aid  ha*  improved  greatly.  Program- 
mable hearing  aids  and  ampliAcauon  circuits  that  re- 
duce distortioD  ar*  gerr^'ly  available.  Modem  cir- 
cuitry ha*  resulted  in  more  de[>endable  and  stnaller 
aids.  Some  fit  entirely  within  the  external  auditory 
canal.  Totally  implanuble  aid*  may  become  available 
within  the  next  10  years.  Cochlear  implants,  which 
provide  a  neural  pro«the*i*  for  the  rehabiliution  of 
profound  sensorineural  deafness  (Fig.  8),  have  proved 
valuable  to  patienu  with  profound  deafness,  for  whom 
a  conventional  hearing  aid  is  not  feasible." 

The  enactment  of  the  Americans  with  Disabilities 
Act  in  1990  should  result  in  improved  access  for  the 
hearing  impaired  to  sound  and  signaling  device*  in 
public  place*.  A  variety  of  daisei  and  lelf-help  groups 
provide  training  in  such  techniques  as  cued  speech, 


F\gumB.  Cochlaar  ImptanL 
'r>ta  ImplanI  eonalala  at  an  stai-liuOa  array 
haanad  Irte  Ih*  Innar  aar  by  a  maitoMao- 
tomy  ttfough  ttia  round  vrlndcMV.  An  axtar 
naOy  wom  signal  procaaaor  IniarlaeM  with 
tha  eechlaar  knplam  at  tha  alg>^  ooupiar. 
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auditory  trainmg,  speech  reading,  and  manual  meth- 
odi  luch  at  American  Sign  Language.  Thne  groups, 
including  Self-Help  for  Hard  of  Hearing  People,  the 
Auodadon  of  Late-Oeafened  Adulu,  and  the  Ameri- 
can Speech  Language  Hearing  Aiiodation,  olTer  re- 
habilitative service!  for  the  hearing  impaired.  Im- 
proved uodersunding  of  the  pathogenesis  of  hearing 
loii,  particularly  through  information  obtained  by  ge- 
netic-linkage analysis,  holds  the  promise  of  the  pre- 
vention of  some  forms  of  this  formidable  handicap  in 
the  future. 
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Miracle-Ear' 


14  October  1993 


The  Honorable  David  Fryor 

Chairman 

Special  Committee  on  Aging 

United  States  Senate 

G3 1  Dirksen  Senate  Office  Building 

Washington,  DC  20510-6400 


Dear  Senator  Pryor: 

Thank  you  for  the  opportunity  to  submit  written  testimony  to  the  Special  Committee  on 
Aging  in  response  to  your  Sept.  15  hearing  on  the  hearing  aid  industry. 

Miracle-Ear  supports  a  number  of  principles  presented  by  members  of  the  committee. 
Those  principles  include  quality,  affordability,  competency  and  access.  And  from  that 
common  ground,  we  believe  that  together  we  can  build  trust  in  the  industry  and  bolster 
the  quality  of  hearing  health  care  in  America. 

Our  goal  is  that  consumers  be  assured  that  hearing  aid  specialists  will  provide  good 
quality  health  care  in  a  disciplined  health  care  environment. 

The  hearing  that  you  conducted  with  Sen.  Cohen  was  fair  and  impartial.  Members  of 
the  committee  have  repeatedly  solicited  the  industry's  thoughts  to  resolve  the  issues  you 
have  identified.  We  trust  our  testimony  will  re-affirm  our  desire  to  be  both  a  part  of  the 
discussion  -  and  the  solution. 

Again,  thank  you.  We  look  forward  to  the  opportunity  of  further  discussions  with  you. 

Sincerely, 


W.  Ben  Wofford 


Dahlberg.  Inc 
4101  Dahlberg  Dnve  - 
G<.-3en  Valley,  MN  55422 
(612)  520-9520  FAX 
612)520-9500 


238 


Testimony  by 

W.  Ben  Wofford 

President 

Miracle-Ear* 

Golden  Valley,  Minn. 

For  more  than  45  years,  Miracle-Ear  has  been  helping  millions  of  Americans 
hear  better.  Our  company  prides  itself  in  manufacturing  the  finest  hearing  instruments 
and  providing  some  of  the  best  customer  service  in  the  industry  through  1 ,000 
conveniently  located  Miracle-Ear  hearing  centers.  And  the  hundreds  of  letters  we  get 
each  year  from  satisfied  customers  confirm  that  reality. 

Over  this  past  year,  however,  we  have  encountered  a  different  reality  -  negative 
public  perception  of  the  industry  and  of  Miracle-Ear.  And  perception  is  reality.  It's 
reality  when  customers  cancel  their  appointments  following  the  Dateline  NBC 
broadcast.  It's  reality  when  the  FDA  issues  warning  letters  to  hearing  aid 
manufacturers.  It's  reality  when  the  Senate  spends  many  months  investigating  the 
industry  -  and  finds  issues  of  great  concern. 

Something  is  wrong.  And  we  want  to  fix  it.  Miracle-Ear  -  and  the  industry  - 
must  move  swiftly  on  all  fronts  to  build  the  trust  and  respect  of  consumers,  advocacy 
groups,  the  media,  state  and  local  regulators,  and  Congress. 

Miracle-Ear  wishes  to  work  cooperatively  with  committee  members  and  the 
Administration  to  assure  quality  hearing  health  care  in  a  disciplined  environment.  It's 
obvious  that  the  Clinton  Administration  and  Congress  have  a  sincere  interest  in  hearing 
health  care.  Miracle-Ear  seeks  a  collaborative  and  cooperative  approach  to  resolving 
issues  of  hearing  health  care. 

Miracle-Ear  concurs  with  a  number  of  principles  presented  by  Democratic  and 
Republican  members  of  the  Select  Committee  on  Aging.  Those  principles  include: 

•  Quality 

•  Affordability 

•  Competency  and 

•  Access. 

And  from  that  common  ground,  we  believe  that  together  we  can  bolster  the 
quality  of  hearing  health  care  in  America.  Our  goal  is  that  consumers  be  assured  that 
hearing  aid  specialists  will  provide  good  quality  health  care  in  a  disciplined  health  care 
environment 

Quality. 

Miracle-Ear  designs  have  been  engineered  to  best  meet  the  unique  hearing  needs 
of  individuals.  Our  hearing  instruments  have  undergone  rigorous  testing  and  are 
manufactured  by  highly  skilled  technicians  in  the  finest  facilities  in  the  world.  We  stand 
by  our  hearing  instruments  in  four  ways: 

•  A  minimum  30-day  trial  period  during  which  a  consumer  can  get  acquainted 
with  a  Miracle-Ear  hearing  instrument  and  all  adjustments  are  made  at  no 
additional  charge; 

•  A  2-year  warranty  provided  to  franchisees  which  covers  all  parts  and 
workmanship. 

•  A  2-year  loss  and  damage  protection  plan. 

•  An  information  package  which  accompanies  a  new  hearing  aid  that  includes  all 
FDA-required  materials  and  directions,  wearing  schedule  and  rehabilitation 
instructions,  reminders  for  follow-up  evaluations,  as  well  as  cleaning  and 
maintenance  tools  and  supplies. 

Hearing  aids  are  a  medical  device  and  as  such,  manufacturers  should  support 
any  performance  claims  -  beyond  the  general  claim  of  improved  hearing  -  with  clinical 
data.  But  the  clinical  data  cannot  be  comparable  to  that  collected  for  other  medical 
devices  under  the  FDA's  510  (k)  review  process.  Rather,  it  must  be  collected  in  a 
regimen  which  takes  into  account  the  uniqueness  of  a  person's  hearing  health  and  the 
living  situations  each  person  encounters. 
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Miracle-Ear  wishes  to  work  closely  with  the  FDA's  Center  for  Devices  and 
Radiological  Health  to  devise  those  guidelines  and  has  communicated  that  desire  to  the 
FDA. 

Miracle-Ear  has  moved  aggressively  to  ensure  that  all  of  our  customers  are 
satisfied  with  the  performance  of  its  products  and  the  services  provided  by  our 
franchisees  and  their  employees. 

Our  policy  is  simple:  If  you  are  not  satisfied  with  your  Miracle-Ear  hearing 
instrument  or  the  service  of  the  franchisee  from  which  you  obtained  the  instrument, 
Miracle-Ear  headquarters  will  refund  your  money,  less  a  fitting  fee.  No  hassles.  No 
delays. 

To  put  teeth  in  our  satisfaction  policy,  we  maintain  a  customer  complaint  index 
on  every  franchisee  and  monitor  it  closely  to  be  sure  they  are  adhering  to  the  policy,  as 
well  as  following  all  stale  and  federal  regulations.  Every  customer  complaint  that  is 
made  to  Miracle-Ear  headquarters  is  followed  up  with  the  consumer  and  franchisee 
until  it  is  resolved  to  the  customer's  satisfaction. 

We  track  the  franchisee's  efforts  to  resolve  the  complaint  and  are  quick  to  step 
in  and  resolve  it  ourselves  to  the  satisfaction  of  the  customer.  Any  franchisee  or 
franchise  employee  with  a  pattern  of  complaints  will  be  dealt  with  harshly. 

The  West  Virginia  case  cited  in  your  investigation  was  particularly  troublesome 
and  spurred  continuous  improvements  in  our  franchise  monitoring.  Miracle-Ear 
headquarters  was  not  informed  of  the  four-year  investigation  and  consent  order  by  the 
state  attorney  general's  office  until  notified  by  a  consumer  in  August  1992.  We 
immediately  contacted  the  West  Virginia  attorney  general's  office  and  offered  our 
assistance. 

Two  weeks  later,  the  franchisee  was  notified  he  was  in  default  of  his  contract 
with  Miracle-Ear  and  would  be  terminated  in  30  days,  as  identified  in  his  contract,  if 
he  could  not  "cure"  the  complaints  identified  by  the  state  and  Miracle-Ear.  The 
franchisee  failed  to  fulfill  his  obligations  and  was  terminated  in  early  October  1992. 

Miracle-Ear  also  identified  consumers  with  complaints  against  the  former 
franchisee  and  we  voluntarily  resolved  each  one  by  repairing  or  replacing  hearing 
instruments  or  providing  refunds. 

Unfortunately,  six  years  after  the  consent  order  and  judgment,  the  terminated 
franchisee  continues  to  dispense  other  brands  of  hearing  aids.  State  licensing  boards 
must  have  greater  power  to  pull  licenses  in  an  expeditious  manner. 


Afrordability. 

Miracle-Ear  hearing  aids  are  highly  sophisticated  medical  devices  which  are 
priced  competitively  with  those  of  other  quality  manufacturers.  Our  Miracle-Ear 
hearing  centers  include  the  cost  of  fitting,  instruction,  follow-up  care  and  counseling  in 
the  price  of  each  hearing  aid.  Testing  is  a  complimentary  service. 

Unfortunately,  for  some  consumers,  the  cost  remains  prohibitive.  Hearing  aid 
costs  are  not  reimbursable  under  the  current  Medicare  system,  nor  are  they  covered  in 
the  Administration's  health  care  reform  proposal. 

Members  of  the  committee  pointedly  noted  that  whatever  changes  are  made  in 
the  industry,  the  cost  of  hearing  health  care  cannot  increase.  Costs  have  remained  fairly 
stable  over  the  years  because  of  access  to  an  extensive  array  of  hearing  health 
providers,  particularly  hearing  instrument  specialists.  Should  access  to  hearing  health 
care  be  restricted  to  audiologists  and  physician  specialists,  costs  will  increase.  This 
cannot  be  permitted. 


National  Minimum  Competency  Standards. 

Some  5,300  hearing  aid  specialists  are  on  the  front  lines  of  hearing  health  care 
in  America.  If  their  role  were  to  be  eliminated,  it  would  cut  the  nation's  hearing  aid 
dispensers  by  more  than  half.  This  would  have  a  devastating  impact  in  rural 
communities  and  small  towns  where  other  more  costly  hearing  health  care  providers  are 
located  many  miles  away. 
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And  it  would  magnify  the  lack  of  hearing  health  care  experience  exhibited  by 
many  general  practitioners.  Or.  Kessler  noted  in  his  testimony  to  the  committee  that  the 
bulk  of  general-practice  physicians  have  less  knowledge  about  hearing  impairment, 
appropriate  testing  procedures  and  hearing  instruments  than  audiologists  or  hearing  aid 
specialists. 

The  Administration  should  encourage  the  use  of  lower-cost,  accessible  and 
qualified  allied  health  professionals  such  as  hearing  aid  specialists.  But  it  should  unify 
the  myriad  of  competency  standards  required  for  licensing  from  one  state  to  the  next. 

Miracle-Ear  conducts  its  own  program  in  competency  accreditation,  continuing 
education  and  certification  through  National  Board  Certification  of  Hearing  Instrument 
Sciences.  Nonetheless,  Miracle-Ear  is  supportive  of  the  committee  and  Commissioner 
Kessler  in  its  efforts  to  adopt  national  minimum  competency  standards  for  all  hearing 
health  care  providers. 

Congress  and  the  FDA  may  want  to  look  to  a  number  of  states  whose  laws 
could  be  used  as  models  for  the  national  minimum  standards  for  hearing  aid  specialists. 
Recently  approved  regulations  in  Texas  are  a  good  example.  They  require,  among  other 
rigorous  qualifications,  performance-based  demonstrations  of  hearing  health 
competence. 

Here  are  some  key  points  from  the  Texas  law  which  may  help  shape  a  national 
competency  standard: 

A  temporary  licensee  in  Texas  must  complete  200  days  of  training, 
including  150  hours  of  direct  supervised  practicum  in  specific  areas 
of  hearing  health,  evaluation  and  technology. 

A  temporary  license  holder  must  then  obtain  an  apprentice  license  by 
passing  a  written  and  practical  exam  before  the  licensing  board. 

To  become  a  licensed  hearing  instrument  specialist,  an  apprentice 
hearing  aid  specialist  must  work  for  one  year  under  the  supervision 
of  a  licensed  hearing  instrument  specialist  and  attend  18  hours  of 
continuing  education  classes. 

Existing  license  holders  must  attend  20  hours  of  continuing  education 
courses  each  year,  S  hours  of  which  can  be  conducted  by  a 
manufacturer,  the  balance  by  other  professionals  approved  by  the 
licensing  board. 

If  the  Texas  law  were  to  be  applied  nationally,  many  current  and  prospective 
hearing  aid  specialists  in  other  states  may  have  to  attend  additional  classes  and  pass 
more  stringent  tests  than  currently  mandated  in  those  states.  We  feel  the  time  and  effort 
would  be  more  than  worth  it.  By  enacting  national  minimum  standards  of  this  type,  we 
can  enhance  the  confidence  we  want  our  customers  to  have  in  Miracle-Ear  products  and 
services. 

But  these  standards  and  other  requirements  particular  to  each  state  are  of  no 
value  if  they  are  not  enforced. 

Miracle-Ear  also  supports  the  development  of  a  standard  hearing  health 
evaluation,  along  with  a  uniform  patient  history  questionnaire  to  be  us«l  by  all  hearing 
health  care  providers.  Both  would  go  a  long  way  in  ensuring  quality  hearing  health 
care. 

Miracle-Ear  is  eager  to  work  with  the  Center  for  Devices  and  Radiological 
Health  to  develop  each  of  these  testing  protocols. 


241 


Miracle-Ear  also  supports  mandatory  referrals  to  a  physician  specialist  when  a 
hearing  exam  or  medical  history  indicates  the  presence  of  any  of  eight  specific 
conditions.  At  Miracle-Ear,  we  have  always  instructed  mandatory  medical  referrals  in 
these  cases,  even  though  FDA  regulations  do  not  require  it.  We  support  the  creation 
and  dissemination  of  additional  literature  that  would  ensure  that  every  consumer  is  fUlly 
informed  and  understands  it  is  in  his/her  best  health  interest  to  have  a  medical 
examination  prior  to  the  first-time  purchase  of  a  hearing  aid. 


Access  and  the  Vermont  Exemption. 

We  support  the  committee's  endeavor  to  maintain  the  access  consumers 
currently  have  available  through  community-based  hearing  health  care  services. 

Licensed  hearing  aid  specialists  and  audiologists  can  act  as  qualified  and 
affordable  gate-keepers  in  hearing  health  care.  They  can  test  hearing-impaired  persons 
at  a  low  cost,  fit  the  right  hearing  instrument  for  a  person's  unique  needs,  and,  if 
necessary,  refer  them  to  a  physician  should  the  hearing  test  or  medical  history  indicate 
the  potential  for  a  medical  condition. 

We  support  Dr.  Kessler's  desire  to  approve  the  Vermont  waiver  along  with  his 
provision  that  such  hearing  health  professionals  as  hearing  aid  specialists,  audiologists 
and  otolaryngolgogists  can  conduct  the  mandated  hearing  tests  -  as  long  as  they  have 
met  certain  competency  standards  and  passed  the  required  tests. 

But  those  standards  cannot  be  so  onerous  that  they  restrict  access  of  Vermont's 
residents  to  quality  hearing  health  care.  That  is  particularly  critical  to  residents  of  such 
Vermont  communities  as  St.  Albans  where  the  nearest  physician,  specialist  or 
audiologist  is  30  miles  away. 

A  hearing  aid  specialist  who  operates  in  communities  like  St.  Albans  can 
conduct  a  hearing  test  to  determine  if  a  hearing  aid  would  be  necessary,  or  in  a 
minority  of  cases,  if  referral  to  a  physician  should  be  made. 

Conclusion. 

Mr.  Chairman  and  members  of  the  committee,  Miracle-Ear/Bausch  &  Lomb  is 
grateful  for  the  opportunity  to  submit  for  the  record  our  suggestions  to  help  us  re-instill 
confidence  in  the  hearing  health  industry. 

The  hearing  you  conducted  was  fair  and  impartial.  Members  of  the  committee 
have  repeatedly  solicited  the  industry's  thoughts  to  resolve  the  issues  you  have 
identified.  We  trust  our  testimony  will  re-affirm  our  desire  to  be  both  a  part  of  the 
discussion  -  and  the  solution:  To  assure  consumers  that  hearing  aid  specialists  will 
provide  good  quality  health  care  in  a  disciplined  health  care  environment. 


OFFICE  OF 
THE  CHAIRMAN 


243 


APPENDIX  3 


UNITED  STATES  OF  AMERICA 
FEDERAL  TRADE  COMMISSION 

WASHINGTON,  D.C.  20580 


October  18,  1993 


The  Honorable  David  Pryor 

Chairman 

Special  Committee  on  Aging 

United  States  Senate 

Washington,  D.C.   20510-0402 

Dear  Mr.  Chairman: 

Thank  you  for  your  letter  of  September  10,  1993,  inviting 
the  Federal  Trade  Commission  to  submit  a  written  statement  for 
the  record  on  issues  relating  to  the  advertising  and  marketing  of 
hearing  aids,  the  subject  of  a  hearing  conducted  by  the  Committee 
on  September  15.   The  Commission  is  pleased  to  provide  the 
Committee  with  a  summary  of  the  agency's  activities  to  address 
problems  in  the  hearing  aid  industry,  including  law  enforcement 
efforts,  consumer  education,  and  liaison  with  the  states. 

Hearing  loss  affects  24  million  Americans,  most  of  whom  are 
elderly.   In  fact,  some  62  percent  of  hearing  aid  purchasers  are 
over  65  years  of  age.   Of  these  24  million  potential  users, 
approximately  5.8  million  wear  some  form  of  hearing  instrument.' 
In  1991,  approximately  1.42  million  hearing  aids  were  sold,  at  an 
average  retail  price  of  $667.00.^ 

The  Commission  shares  the  Committee's  concern  about  the 
substantial  consumer  injury  that  can  result  from  deceptive 
practices  in  the  advertising  and  marketing  of  hearing  aids.   The 
Commission  is  one  of  several  agencies  actively  addressing  these 
problems.   Hearing  aid  dispensers  are  licensed  and  regulated  at 
the  state  and  local  level,  and  state  and  local  law  enforcement 
agencies  traditionally  have  taken  the  initiative  in  combatting 
abuses  occurring  at  the  point-of-sale.   Thus,  one  aspect  of  the 
Commission's  involvement  in  the  regulation  of  the  hearing  aid 
industry  is  to  assist  state  law  enforcement  agencies  in 
monitoring  and  investigating  hearing  aid  advertising  and  sales 
practices. 


'   Kochkin,  N.  Sergei,  MarketTrak  III  .  .  .  Higher  Hearing 
Aid  Sales  Don't  Signal  Better  Market  Penetration.  THE  HEARING 
JOURNAL,  July  1992,  pp.  47-54. 

^   THE  HEARING  JOURNAL,  March  1992,  at  7. 
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Moreover,  on  the  federal  level,  the  Food  and  Drug 
Administration  ("FDA")  has  been  very  active  in  this  area.   As  the 
Committee  is  aware,  under  the  1976  Medical  Device  Amendments  to 
the  Food,  Drug  and  Cosmetic  Act,  21  U.S.C.  §  301  et  seq. .  the  FDA 
plays  a  very  important  role  in  the  regulation  of  the  hearing  aid 
industry.   The  Commission  works  closely  with  the  FDA  in 
identifying  cases  for  enforcement  action. 

Pursuant  to  the  FTC  Act  and  the  Trade  Regulation  Rules 
promulgated  under  that  Act,  the  Commission's  law  enforcement 
activity  in  this  area  focuses  upon  unfair  or  deceptive  acts  or 
practices  in  the  advertising,  marketing,  promotion  and  sale  of 
hearing  aids.   The  Commission  has  pursued  law  enforcement  actions 
against  a  number  of  national  or  regional  hearing  aid 
manufacturers  and  marketers  that  allegedly  have  engaged  in  acts 
or  practices  that  violate  the  Act  or  one  of  the  Commission's 
Rules.   For  example,  in  1991,  the  Commission  filed  complaints 
against  two  door-to-door  sellers  of  hearing  aids,  charging  that 
these  companies  failed  to  give  consumers  the  three-day  right  to 
cancel  which  is  required  in  the  context  of  door-to-door  sales  by 
the  Commission's  Cooling-Off  Rule.'  Marquez,  Inc.,  doing 
business  as  Miracle-Ear  Hearing  Aid  Center  of  Vineland,  New 
Jersey,  agreed  to  pay  a  $15,000  civil  penalty  and  was  enjoined 
from  violating  the  Cooling-Off  Rule.   The  second  company,  Doro 
Lee  (which  does  business  as  Brown  Hearing  Aid  Centers) ,  sells 
hearing  aids  throughout  Texas,  Louisiana,  and  Arkansas,  usually 
from  temporary  business  locations  such  as  motels,  churches  and 
community  centers.   The  Federal  court  enjoined  Doro  Lee  from 
violating  the  Cooling-Off  Rule  and  ordered  the  company  to  pay  a 
$3,000  civil  penalty. 

Earlier  this  year,  the  Commission  brought  cases  against 
seven  hearing-aid  sellers  with  more  than  30  offices  in 
California,  New  York  and  Massachusetts,''  charging  that  these 
companies  made  false  and  deceptive  claims  in  their  Yellow  Pages 


'   16  C.F.R.  Part  429  (1993);  see  FTC  v.  Doro  Lee  Inc. .  No. 
CA3-91-0341  J  (N.D.  Tex.  Feb.  13,  1991),  and  FTC  v.  Marquez  Inc. . 
No.  915-466  (D.  N.J.  Dec.  6,  1991).   Copies  of  the  press  releases 
describing  these  cases  are  attached. 

"   Center  for  Improved  Communications.  FTC  Docket  No.  C-3433 
(June  15,  1993) ;  Sherwin  Basil  d/b/a  Audio-Logics.  FTC  Docket  No. 
C-3434  (June  15,  1993);  Susan  Frugone  &  Patricia  Keane  d/b/a 
Audio  Rx  Hearing  Aids.  FTC  Docket  No.  C-3435  (June  15,  1993);  Bay 
Colony  Audiology  Center,  et  al..  FTC  Docket  No.  C-3436  (June  15, 
1993);  Brooklyn  Audiology  Associates.  P.C..  FTC  Docket  No.  C-3437 
(June  15,  1993);  Sallye  B.  Carpentier  d/b/a  Brown-Potter  Hearing 
Aid  Center.  FTC  Docket  No.  C-3438  (June  15,  1993);  and  Hearing 
Care  Associates-Arcadia,  et  al.,  FTC  Docket  No.  C-3439  (June  15, 
1993)  . 
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advertising,  violating  Section  5  of  the  FTC  Act.   Specifically, 
these  cases  targeted  false  claims  that  Medicare  helps  cover  the 
cost  of  hearing  aids  or  hearing  tests.   All  of  the  cases  resulted 
in  consent  orders  reguiring  the  sellers  to  correct  future  Yellow 
Pages  ads,  to  post  corrective  information  about  Medicare  coverage 
prominently  in  their  offices  or  provide  such  information  to  each 
consumer  in  writing  prior  to  purchase,  and  to  cease 
misrepresenting  the  coverage  provided  by  any  medical  insurance 
for  any  hearing-related  device  or  service  they  offer.   In 
publicizing  these  cases,  the  Commission  received  considerable 
cooperation  from  the  American  Association  of  Retired  Persons 
(AARP) ,  the  Yellow  Pages  Publishers  Association,  and  the  American 
Speech-Language-Hearing  Association.   The  Commission  anticipates 
that  these  orders  will  deter  other  hearing  aid  sellers  from  using 
similar  false  and  deceptive  claims  about  medicare  coverage  in 
advertising  for  hearing  aids  and  hearing  test  in  Yellow  Page 
directories.   Copies  of  the  press  release  on  these  seven  cases 
are  attached. 

The  Commission  also  monitors  the  conduct  of  the  more  than  60 
hearing  aid  manufacturers  and  sellers  who  are  the  subjects  of 
previous  cease  and  desist  orders  issued  by  the  Commission.   These 
orders  generally  prohibit  the  respondents  from  making  false, 
deceptive  or  unsubstantiated  claims  concerning  the  benefits, 
characteristics,  efficacy,  or  uniqueness  of  their  products.   (A 
listing  of  these  cases  is  attached.)   Under  Section  19  of  the  FTC 
Act,  each  violation  of  such  an  order  can  result  in  imposition  of 
a  civil  penalty  of  $10,000.   Commission  staff  presently  are 
conducting  nonpublic  investigations  involving  compliance  with 
these  orders  by  some  members  of  the  hearing  aid  industry. 

Another  way  the  Commission  combats  deceptive  sales  practices 
in  the  hearing  aid  industry  is  through  education  —  helping 
consumers  learn  how  to  anticipate  deceptive  sales  schemes.   In 
1991,  the  FTC  worked  with  AARP  to  develop  the  fact  sheet, 
"Hearing  Aids."   This  fact  sheet  describes  the  two  basic  types  of 
hearing  loss  (conductive  and  sensorineural) ,  offers  purchase 
suggestions  for  hearing  aids,  and  outlines  federal  and  state 
standards  for  their  sale.   The  FTC  distributed  this  fact  sheet 
through  more  than  10,000  media  and  opinion  leaders,  such  as  print 
and  broadcast  media,  consumer  Action  Lines,  the  Better  Business 
Bureau,  local  Chambers  of  Commerce,  and  members  of  the  National 
Association  of  Consumer  Affairs  Administrators.   In  addition, 
AARP  promoted  the  brochure  to  its  membership.   As  a  result,  more 
than  115,000  copes  of  their  publication  have  been  distributed 
since  its  release  in  1991.   A  copy  of  the  fact  sheet  is  attached. 

Although  the  Commission  receives  relatively  few  complaints 
regarding  alleged  abuses  in  the  hearing  aid  industry,  those 
consumers  who  do  complain  to  the  Commission  are  adyised  by  the 
Commission's  staff  about  private,  state  and  local  government 
resources  available  to  assist  them  in  resolving  consumer  problems 
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which  supplements  the  Commission's  own  efforts/   When  the 
complaint  involves  issues  which  are  best  addressed  by  state  or 
local  law  enforcement  agencies,  the  staff  refers  the  complaints 
to  the  appropriate  agencies. 

The  Commission's  efforts  relating  to  the  advertising  and 
marketing  of  hearing  aids  are  but  one  aspect  of  the  FTC's 
activities  to  address  unfair  or  deceptive  practices  that  have 
targeted  and  victimized  the  elderly.   Other  important  areas  of 
concern  include  our  enforcement  efforts  relating  to  telemarketing 
fraud,  consumer  credit,  funeral  services,  and  the  marketing  of 
living  trusts.   The  Commission's  1992  staff  summary  of  FTC 
activities  on  behalf  of  older  consumers  and  their  families,  which 
was  submitted  to  the  Committee  in  December  1992,  provides  more 
detail  on  the  many  FTC  activities  that  directly  benefit  older 
members  of  our  society. 

The  Federal  Trade  Commission  appreciates  this  opportunity  to 
provide  information  to  the  Committee  about  the  Commission's 
activities,  alone,  in  conjunction  with  state  and  local  agencies, 
and  with  the  FDA,  to  combat  deceptive  practices  in  the 
advertising  and  sale  of  hearing  aids. 

By  direction  of  the  Commission. 


Attachments 


The  Commission  generally  does  not  resolve  individual 
disputes  but  looks  for  a  pattern  of  allegedly  unfair  or  deceptive 
acts  or  practices  in  determining  whether  a  law  enforcement  action 
is  in  the  public  interest. 
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Federal  Trade  Commlsaion    Washington,  D.C.  20S80 


FOR  RELEASE:  December  16,  1991 


FTC  CHARGES  HEARING-AID  SELLER  VIOLAZED 

DOOR-TO-DOOR  SALES  RULE;  COMPAHZ  AGREES 

TO  PAY  $15,000  CIVIL  PEHALTY 


The  Federal  Trade  Coinmisslon  has  charged  Harguez  Inc . ,  doing 

business  as  Miracle-Ear  Hearing  Aid  Center,  of  Vineland,  New 

Jersey,  and  its  owner,  Mark  Marquez,  with  violating  the  FTC's 

Cooling-Off  Rule  in  connection  with  the  door-to-door  sale  of 

hearing  aids .   Under  a  proposed  consent  decree  filed  in  federal 

court  to  settle  the  charges,  Marquez  would  pay  a  $15,000  civil 

penalty  and  be  prohibited  from  violating  the  Rule  in  the  future. 

Under  the  FTC's  Cooling-Off  Rule,  sales  of  more  than  $25 
made  door-to-door  or  at  places  other  than  the  seller's  usual 
place  of  business  can  be  cancelled  by  consumers  within  three 
business  days.   The  seller  must  inform  consumers  of  their  right 
to  cancel  at  the  time  of  sale,  and  provide  a  full  refund  within 
10  days  of  cancellation. 

According  to  the  complaint,  Marquez  failed  to  furnish  buyers 
of  its  hearing  aids  with  a  summary  notice,  as  required  by  the 
Rule.   This  notice  must  be  on  the  contract  at  or  near  the  place 
for  the  buyer's  signature,  and  inform  the  buyer  of  his  or  her 
right  to  cancel . 

The  complaint  also  charges  that  Marquez  failed  to  furnish 
buyers  with  the  notice  of  cancellation  forms  required  by  the 
Rule.   Under  the  Rule,  the  seller  must  furnish  the  customer  with 
two  copies  of  this  completed  form,  which  explains  the  right  to 
cancel,  details  the  procedure  for  cancelling,  and  contains  the 
name  and  address  of  the  seller  and  the  date  by  which  the  cancel- 
lation must  be  made. 

The  FTC's  New  York  Regional  Office  handled  the  investi- 
gation.  At  the  FTC's  request,  the  Department  of  Justice  filed 
the  complaint  and  proposed  consent  decree  on  Dec.  6  in  the  U.S. 
District  Court  for  the  District  of  New  Jersey,  in  Camden.   The 
decree  requires  approval  by  the  court. 

NOTE:  A  consent  decree  is  for  settlement  purposes  only  and  does 
not  constitute  admission  of  a  law  violation.   When  approved  by 
the  judge,  consent  decrees  have  the  force  of  law. 

The  FTC's  Office  of  Consumer  and  Business  Education  has  a 
fact  sheet  for  consumers  on  the  Cooling-Off  Rule. 

Copies  of  the  complaint  and  the  proposed  consent  decree  will 
be  available  shortly.   Copies  of  the  Facts  for  Consumers  are 
available  from  the  FTC's  Public  Reference  Branch,  Rm.  130,  6th 
Street  and  Pennsylvemia  Ave.  N.W.,  Washington,  D.C.  20580;  202- 
326-2222;  TTY  202-326-2502. 


#  #  # 


MEDIA  CONTACT:      Howard  Shapiro,  Office  of  Public  Affairs, 
202-326-2181 


STAFF  CONTACT:      Michael  J.  Bloom,  New  York  Regional  Office, 
150  William  Street,  Suite  1300 
New  York,  NY   10038 
212-264-1207 


(Civil  Action  No.  915-466) 
(FTC  File  No.  892  3161) 
(Marquez) 


248 


FTC  news 

Federal  Trade  Commiaalon  Washington,  D.C.  20580 

FOR  IMMEDIATE  RELEASE:   February  14,  1991 

FTC  FII.es  federal  COURT  COHPLAIHT  CHAROIHO 

HEARIHO-AID  SELLER  HITH  VIOLATIHO 

COOLIBO-OFF  RULE 

The  Federal  Trade  Conunission  has  charged  Doro  Lee  Inc.,  which 
does  business  as  Brown  Hearing  Aid  Centers,  of  Orange,  Texas,  and 
Leroy  Brown,  its  president,  with  violating  the  FTC's  Cooling-Off 
Period  for  Door-to-Door  Sales  Rule  in  connection  with  the  sale  of 
hearing  aids .  The  Connnission  asked  a  federal  court  to  prohibit 
future  violations  of  the  Rule  and  to  order  the  company  to  pay  a 
civil  penalty. 

Brown  Hearing  Aid  Centers  sell  hearing  aids  throughout  Texas, 
Louisiana,  and  Arkansas,  usually  from  temporary  business  locations 
such  as  motels ,  churches ,  and  community  centers . 

Under  the  Rule,  sales  of  more  th£tn  $25  made  door-to-door  or 
at  places  other  than  the  seller's  usual  place  of  business  may  be 
cancelled  up  to  three  business  days  after  the  sale.  The  Rule  has 
most  often  been  applied  to  sales  made  door-to-door,  but  it  also 
covers  transactions  made  at  temporary  business  locations.  The 
seller  must  provide  both  a  written  notice  of  the  purchaser's 
cancellation  rights  and  a  form  for  the  consumer  to  use  to  cancel 
the  contract  and  get  a  refund. 

According  to  the  complaint.  Brown  has  failed  to  furnish  buyers 
with  the  Summary  Notice  that  informs  the  buyer  of  his  or  her  right 
to  cancel,  as  required  by  the  Rule.  The  Notice  must  be  on  the  con- 
tract at  or  near  the  place  of  the  buyer's  signature. 

The  complaint  also  charges  that  Brown  failed  to  furnish  buyers 
with  the  Notice  of  Cancellation  Form  required  by  the  Rule.  Under 
the  Rule,  the  seller  must  furnish  the  customer  with  two  copies  of 
this  completed  form,  which  explains  the  right  to  cancel,  details 
the  procedure  for  cancelling,  and  contains  the  name  and  address  of 
the  seller  and  the  date  by  which  the  cancellation  must  be  made. 

In  addition,  Bro%fn  misrepresented  the  buyer's  right  to  cancel, 
the  complaint  charges. 

The  FTC's  Dallas  Regional  Office  handled  the  investigation. 
At  the  FTC's  request,  the  Department  of  Justice  filed  the  complaint 
In  the  U.  S.  District  Court  for  the  Northern  District  of  Texas, 
Dallas  Division,  on  February  13.     ' 

NOTE:  The  Commission  files  a  complaint  when  it  has  "reason 
to  believe"  that  the  law  has  been  or  is  being  violated,  and  It 
appears  to  the  Commission  that  a  proceeding  is  in  the  public  Inter- 
est. The  complaint  is  not  a  flndlhg  or  ruling  that  the  defendant 
has  actually  violated  the  law.  The  case  will  be  decided  by  the 
court. 

Copies  of  the  complaint  are  available  from  the  FTC's  Public 
Reference  Branch,  Room  130,  6th  St.  and  Pennsylvania  Ave.  M.  W., 
Hashlngton,  D.  C.   20580;  202-326-2222;  TT7  202-326-2502. 

*  *  « 

MEDIA  CONTACT:      Howard  Shapiro,  Office  of  Public  Affairs, 
202-3326-2176 


STAFF  CONTACT:      Harldel  Horgeui,  Dallas  Regional  Office, 
214-767-5503 


(Civil  Action  No.  CA3-91-0341  J) 
(Brownald) 


OFFICS  OF  PUBUC  AFFAIRS 

(202)32fr2iaa 
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UNITED  STATES  OF  AMERICA 

FEDERAL  TRADE  COMMISSION 

WASHINGTON.  D.C.  20S80 


FOR  YODR  INFORMATION JTOIE  17 ,  1993 

The  Federal  Trade  Commission  has  given  finaJ.  approval  to 
consent  agreements  with  seven  heauring-aid  sellers  with  more  than 
30  offices  in  California,  New  York  and  Massachusetts.   The  agree- 
ments settle  charges  that  the  sellers  made  false  and  deceptive 
claims  in  Yellow  Pages  advertisements  that  Medicare  helps  cover 
the  cost  of  hearing  aids  or  hearing  tests.   (By  law.  Medicare 
does  not  cover  the  cost  of  hearing  aids,  nor  does  it  cover  the 
costs  of  hearing  tests  when  they  are  conducted  to  prescribe  or 
fit  hearing  aids . ) 

The  settlements  are  with: 

—  Sherwin  Basil,  who  does  business  as  Audio  Logics,  emd  who 
has  offices  in  Long  Beach  and  Santa  Ana,  California; 

—  Sallye  B.  Carpentier,  who  does  business  as  Brown-Potter 
Hearing  Aid  Center,  and  whose  office  is  located  in  Long 
Beach,  California; 

—  Susan  Frugone  and  Patricia  Kean,  who  are  partners  doing 
business  as  Audio  Rx  Hearing  Aids,  with  offices  in  Los 
Angeles  and  Lawndale,  California; 

—  Hearing  Care  Associates  and  Gregory  Frazer,  who  is  an 
owner  or  partner  in  each  of  the  company's  approximately  20 
offices  in  cities  in  southern  California,  including  in 
Arcadia,  Glendora,  Los  Angeles,  Panorama  City  and  Alhambra; 

—  Brooklyn  Audiology  Assocs.,  P.C.  and  company  officer 
Richard  Kaner,  with  three  offices  in  Brooklyn,  New  York; 

—  Center  for  Improved  Communications  and  company  officer 
Jack  Brown,  with  two  offices  in  Brooklyn,  New  York;  and 

—  Bay  Colony  Audiology  Center  and  company  officer  David 
Citron,  with  its  office  in  South  Weymouth,  Massachusetts. 

-  more  - 
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Under  the  final  consent  orders,  the  respondents  are   prohi- 
bited from  misrepresenting  that  Medicare  or  any  other  type  of 
medical  insurance  will  pay  for  the  cost  of  any  hearing-related 
devices  or  services.   In  addition,  each  respondent  must  send  a 
certified  letter,  within  15  days,  to  the  publisher  of  each  Yellow 
Pages  directory  in  which  it  made  the  challenged  representations . 
The  letters  will  state  that  any  claims  that  Medicaxe  will  pay  for 
the  cost  of  hearing  aids  are  to  be  eliminated  from  the  next  and 
subsequent  editions,  and  that  future  claims  regarding  Medicare 
coverage  for  hearing  tests  must  be  qualified  with  a  disclosure 
that  such  tests  must  be  ordered  in  advance  by  a  physician  for 
diagnostic  purposes.  Copies  of  the  consent  order  will  accompany 
the  letters. 

The  orders  also  require  the  sellers  to  make  specifically- 
worded  disclosures  to  their  customers,  for  the  next  two  years, 
about  the  limits  on  Medicare  coverage  for  hearing  aids  and 
hearing  tests. 

The  consent  agreements  were  placed  on  the  public  record  on 
March  24,  and  issued  in  final  form  on  June  15.  (Docket  Nos.  C- 
3433  -  3439)   The  Commission  vote  to  issue  the  orders  was  5-0. 

NOTE:   A  consent  agreement  is  for  settlement  purposes  only  and 
does  not  constitute  admission  of  a  law  violation.   When  the 
Commission  issues  a  consent  order  on  a  final  basis,  it  carries 
the  force  of  law  with  respect  to  future  actions .   Each  violation 
of  such  an  order  may  result  in  a  civil  penalty  of  up  to  $10,000. 

A  press  release  summarizing  the  complaints  and  consent 
agreements  was  issued  at  the  time  the  Commission  accepted  the 
consent  agreements  for  public  comment.   Copies  of  that  release 
and  of  the  final  orders  are  available  from  the  FTC ' s  Piiblic 
Reference  Branch,  Room  130,  6th  Street  &  Pennsylvania  Avenue, 
N.W.,  Washington,  D.C.   20580;  202-326-2222;  TTY  for  the  hearing 
impaired  202-326-2502. 

#■  #  # 

MEDIA  CONTACT:      Bonnie  Jansen,  Office  of  Public  Affairs 

202-326-2161 

STAFF  CONTACT:      Eileen  Harrington,  Bureau  of  Consumer  Protection 

202-326-3127 

(FTC  File  No.  922  3037) 
( hearing2 ) 
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Federal  Trade  Commission  Washington,  B.C.  20S80 
FOR  RELEASE:   MARCH  24,  1993 

SEVEN  HEARING-AID  SEU£RS  SETTLE  FTC  CHARGES 
OF  FALSE  CTATMS  ABOUT  MEDICARE  COVERAGE 

In  cases  against  seven  hearing-aid  sellers  with  more  than  30 

offices  in  California,  New  Tork  and  Massachusetts,  the  Federal 

Trade  Commission  today  launched  an  attack  against  false  and 

deceptive  claims  in  Yellow  Pages  advertisements  that  Medicare  

the  federal  medical  insurance  program  for  those  over  65  —  helps 

cover  the  cost  of  hearing  aids  or  hearing  tests.   All  of  the 

sellers  have  agreed  to  settle  the  FTC  charges  by  signing  proposed 

consent  orders  that  would  require  them  to  correct  future  Yellow 

Pages  ads,  prominently  post  corrected  information  about  Medicare 

coverage  in  their  offices  or  provide  it  to  consumers  prior  to 

purchase,  euid  prohibit  them  from  misrepresenting  the  coverage 

provided  by  any  medical  insurance  for  any  hearing-related  device 

or  service  they  offer  in  the  future. 

Approximately  26  million  people  in  the  United  States  are 
hearing  impaired,  and  nearly  one-fourth  of  them  wear  some  form  of 
hearing  instrument,  FTC  staff  said.   In  addition,  more  than  60 
percent  of  hearing  aids  in  the  county  are  purchased  by  those  over 
age  65.   In  1991,  according  to  industry  sources,  approximately 
1.42  million  hearing  aids  were  sold,  with  an  average  retail  price 
of  $667. 

By  law,  Medicare  does  not  cover  the  cost  of  hearing  aids 
under  any  circumstances,  nor  does  it  cover  hearing  tests,  even  if 
conducted  by  audiologists  or  physicians ,  when  the  tests  are 
conducted  for  the  purpose  of  prescribing  or  fitting  hearing  aids. 
Medicare  does  help  cover  the  cost  of  hearing  tests  when  they  are 
ordered  by  physicians  to  diagnose  some  type  of  medical  problem, 
however . 

The  companies  and  their  officers  who  have  agreed  to  settle 
the  FTC  charges  announced  today  are: 

—  Sherwin  Basil,  who  does  business  as  Audio  Logics,  and  who 
has^  of fices  in  Long  Beach  and  Santa  Ana,  California; 

—  Sallye  B.  Carpentier,  who  does  business  as  Brown-Potter 
Hearing  Aid  Center,  and  whose  office  is  located  in  Long 
Beach,  California; 

—  Susan  Frugone  and  Patricia  Kean,  who  are  partners  doing 
business  as  Audio  Rx  Hearing  Aids,  with  offices  in  Los 
Angeles  and  Lawndale,  California; 

—  Hearing  Care  Associates  and  Gregory  Frazer,  who  is  an 
owner  or  partner  in  each  of  the  company's  approximately  20 
offices  in  cities  in  southern  California,  including  in 
Arcadia,  Glendora,  Los  Angeles,  Panoreuna  City  and  Alhambra; 

—  Brooklyn  Audiology  Assocs.,  P.C.  and  company  officer 
Richard  Kaner,  with  three  offices  in  Brooklyn,  New  York; 

—  Center  for  Improved  Communications  and  company  officer 
Jack  Brown,  with  two  offices  in  Brooklyn,  New  York;  and 

—  Bay  Colony  Audiology  Center  and  company  officer  David 
Citron,  with  its  office  in  South  Weymouth,  Massachusetts. 
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According  to  the  FTC  complaints  detailing  the  charges,  the 
respondents  allegedly  placed  ads  for  hearing  aids  in  various  Yel- 
low Pages  directories .   The  ads  contained  statements  or  used  the 
word  "Medicare"  in  a  way  that  allegedly  represented  Medicare  will 
pay  for  the  cost  of  the  respondents'  hearing  aids,  hearing  tests 
or  both.   For  example,  the  ads  included  statements  such  as: 

"Hearing  Aid  Evaluations  and  Sales  . . .  Medicare 
Assignment  Accepted; " 

"  "...Sales  and  Service  ...  All  Major  Brands  ...  Medicare 
. . .  welcome ; "  and 

—  "Hearing  Aid  Center  ...  U.S.  Government  Plans  Accepted." 

The  alleged  representations  that  Medicare  will  pay  for  hear- 
ing aids  are  false  and  misleading,  the  FTC  charged.   Further,  in 
five  cases,  the  FTC  charged  that  it  was  deceptive  for  the  defen- 
dants, in  advertising  that  Medicare  will  pay  for  hearing  tests,  to 
fail  to  disclose  that  Medicare  helps  pay  only  for  hearing  tests 
ordered  in  advance  by  a  physician  for  diagnostic  purposes. 

The  proposed  consent  agreements  to  settle  these  charges  would 
prohibit  the  respondent  hearing-aid  sellers  from  misrepresenting 
that  Medicare  or  any  other  type  of  medical  insurance  will  pay  for 
the  cost  of  any  hearing-related  devices  or  services.   Second,  each 
respondent  would  be  required  to  send  a  certified  letter,  within  15 
days  after  the  settlements  are  approved,  to  the  publisher  of  each 
Yellow  Pages  directory  in  which  it  made  the  challenged  representa- 
tions .   The  letter  would  state  that  any  claims  that  Medicare  will 
pay  for  the  cost  of  hearing  aids  are  to  be  eliminated  from  the 
next  and  subsequent  editions.   Further,  the  letter  would  state 
that  claims  regarding  Medicare  coverage  for  hearing  tests  must  be 
qualified  with  a  disclosure  that  heiaring  tests  must  be  ordered  in 
advance  by  a  physician  for  diagnostic  purposes.  A  copy  of  the 
consent  order  would  have  to  be  included  with  each  letter. 

The  settlements  also  would  require  the  sellers  to  post  promi- 
nently in  the  reception  area  of  each  of  their  offices  and  in  each 
examination  room  a  specifically-worded  notice  making  clear  the 
limits  on  Medicare  coverage  for  hearing  aids  and  hearing  tests. 
Alternatively,  the  respondents  could  provide  the  notice  to  each 
customer  —  and  obtain  the  customer's  signature  on  it  —  prior  to 
any  discussion  about  the  customer's  heeuring  problem.   These 
notification  requirements  would  expire  after  two  years. 

Finally,  the  proposed  consent  agreements  contain  various 
repon:lng  requirements  to  assist  the  FTC  in  monitoring  the 
respondents'  complicince. 

The  Commission  vote  to  accept  the  proposed  consent  agreements 
for  public  comment  was  5-0 .   They  will  be  published  in  the  Federal 
Register  shortly  and  will  be  subject  to  public  comment  for  60 
days,  after  which  the  Commission  will  decide  whether  to  make  them 
final.   Comments  should  be  addressed  to  the  FTC,  Office  of  the 
Secretary,  6th  Street  and  Pennsylvania  Avenue,  N.W.,  Washington, 
D.C.  20580. 

NOTE:   Consent  agreements  are  for  settlement  purposes  only  and  do 
not  constitute  admissions  of  law  violations .  When  the  Commission 
issues  a  consent  order  on  a  final  basis,  it  carries  the  force  of 
law  with  respect  to  future  actions.   Each  violation  of  such  an 
order  may  result  in  a  civil  penalty  of  $10,000. 

The  FTC  has  developed  a  fact  sheet  for  consumers  who  are 
considering  purchasing  hearing  aids.   The  "Hearing  Aids"  fact 
sheet  describes  federal  and  state  standards  for  sales  of  hearing 
aids,  and  offers  tips  for  consumers.   Free  copies  of  this  fact 
sheet,  as  well  as  copies  of  the  complaints  and  proposed  consent 
agreements,  are  available  from  the  FTC's  Public  Reference  Branch, 
Room  130,  at  the  above  address;  202-326-2222;  TTY  for  the  hearing 
impaired  202-326-2502. 

*  «  * 

MEDIA  CONTACT:      Bonnie  Jansen,  Office  of  Public  Affairs 
202-326-2161 

STAFF  CONTACT:      Collot  Guerard,  Bureau  of  Consumer  Protection 
202-326-3338 

(FTC  File  No.  922  3037)        (hearing) 
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FEDERAL  TRADE  COMMISSION  ACTIVITIES  INVOLVING  THE 
SALE  OF  BEARING  AIDS  AND/OR  THE  QUALIFICATIONS  OF 
HEARING  AID  SELLERS,  EXCLUDING  CASES  INVOLVING  ONLY 
ISSUES  OF  COMPETITION  AND  TRADE  PRACTICE  RULES 


1.  Sonotone  Corporation,  88  FTC  368  (1976).   Consent  order  requir- 
ing  an   Elmsford,  N.X-  manufacturer  of  hearing  aids  to  cease 
making  false,  deceptive  and  unsubstantiated  claims  and  repre- 
sentations concerning  the  benefits,  characteristics,  efficacy 
and  uniqueness  of  Its  products. 

2.  Beltone  Electronics  Corporation,  88  FTC  336  (1976).   Consent 
order  requiring  a  Chicago,  111.,  hearing  aid  manufacturer  to 
cease  misrepresenting  the  uniqueness,  benefits,  characteristics 
and  efficacy  of  its  products. 

3.  Dahlberg  Electronics,  Inc.,  88  FTg  319  (1976).   Consent  order 
requiring  a  Minneapolis,  Minn.,  manufacturer  of  hearing  aids 
and  hearing  aid  products  to  cease  misrepresenting  the  benefits, 
performance  characteristics,  efficacy  and  unlqqeness  of  Its 
products. 

4.  Radioear  Corporation,  88  FTC  308  (1976).   Consent  order  requir- 
ing  a  McMurray,  Penn. ,  hearing  aid  manufacturer  to  cease  making 
false,  deceptive  and  unsubstantiated  claims  or  representa- 
tions regarding  the  benefits,  characteristics,  efficacy  and/or 
uniqueness  of  its  products. 

5.  Malco  Hearing  Instruments,  Inc.,  88  FTC  298  (1976).   Consent 
order  requiring  a  Minneapolis,  Minn.,  hearing  aid  manufacturer 
to  cease  misrepresenting  the  benefits,  performance  characteris- 
tics, efficacy  and  uniqueness  of  its  merchandise. 

6-   Qualitone,  Inc.,  88  FTC  287  (1976).   Consent  order  requiring  a 
Minneapolis,  Minn.,  hearing  aid' manufacturer  to  cease  mis- 
representing the  benefits,  performance  characteristics,  effi- 
cacy and  uniqueness  of  its  products. 

7.  M  t  W  Electronics,  Inc.,  84  FTC  1287  (1974).  Consent  order 
requiring  a  Dallas,  Tex.,  retailer  of  hearing  aids  to  cease 
misrepresenting  the  usual  and  customary  retail  price  of  its 
merchandise. 

8.  The  Telex  Corporation,  79  FTC  61  (1971).   Consent  order 
requiring  a  Tulsa,  Oklahoma,  manufacturer  of  hearing  aids 
to  cease  and  desist  from  (1)  representing  that  its  bearing 
aid  is  a  new  invention,  is  invisible  when  worn,  or  will  bene- 
fit all  persons  with  hearing,  and  (2)  misrepresenting  1;  any 
manner  (a)  the  nature  or  purpose  of  its  business,  or  (b)  the 
merits  and  effectiveness  of  its  hearing  aids.   The  order  also 
requires  respondent  affirmatively  to  disclose  that  it  is  engaged 
in  the  manufacture  and  distribution  of  hearing  etids  for  sale 

to  the  public,  and  that  persons  who  reply  to  advertisements 
nay  be  contacted  by  salesmen,  or  otherwise,  for  the  purpose 
of  Inducing  them  to  purchase  a  hearing  aid. 

9.  Community  Hearing  Center,  Inc.,  78  FTC  1265  (1971).   Consent 
order  requiring  a  Providence,  Rhode  Island,  retail  seller 

of  hearing  aids  to  cease  advertising  that  (1)  it  sells  a  hear- 
ing aid  which  is  a  new  invention  or  Involves  a  new  mechanical 
or  scientific  principle,  (2)  its  hearing  aid  which  utilizes 
bone-conduction  principles  will  be  beneficial  to  an  individual 
regardless  of  the  type  or  degree  of  the  individual's  hearing 
impairment,  and  (3)  its  hearing  aids  are  invisible  or  indis- 
cernible when  worn.   The  order  also  requires  respondent  affirma- 
tively to  disclose  in  advertising  that  its  business  is  the 
sale  of  hearing  aids. 

10.   Mather  Hearing  Aid  Distributors,  Inc.,  78  FTC  709  (1971). 
Order  requiring  three  sellers  of  hearing  aid  ■devices"  to 
cease  representing  that  their  hearing  aids  (1)  involved  a 
new  scientific  principle,  (2)  would  be  helpful  regardless  of 
the  hearing  disability,  (3)  prevent  deafness,  (4)  transform 
high  tones  to  lower  tones,  (5)  are  Invisible  when  worn, 
(6)  fit  entirely  within  the  ear  canal,  and  (7)  need  no  bat- 
teries.  Respondents  also  were  forbidden  from  representing 
that  hearing  aids  for  both  ears  were  more  beneficial  than 
for  one  and  that  their  sales  personnel  had  medical  or  scien- 
tific training.   The  order  required  respondents  affirmatively 
to  disclose  in  advertising  that  their  business  is  the  sale 
of  hearing  aids. 
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Lloyd  Hearing  Aid  Corporation,  77  FTC  1582  (1970).   Consent 
ocdec  requiring  a  Rockford,  111.,  distributor  of  hearing  aid 
and  parts  and  accessories  thereof  to  cease  (1)  misrepresenting 
that  respondent  sells  "America's  Largest  Selection  of  Hearing 
Aids,'  (2)  misrepresenting  the  number  of  times  a  hearing 
aid  battery  can  be  recharged,  (3)  misrepresenting  that  its 
hearing  aids  are  the  most  powerful  on  the  market,  (4)  exag- 
gerating the  savings  to  customers,  (5)  misrepresenting  that 
any  hearing  aid  it  sells  is  a  new  invention,  (6)  failing 
to  disclose  the  nature  of  its  guarantees,  and  (7)  failing 
to  disclose  that  diagnosis  of  hearing  defects  by  mail  is 
inadequate. 

12.  Mountain  States  Hearing  Service,  Inc.,  77  FTC  640  (1970). 
Consent  order  requiring  a  Billings,  Montana,  dealer  and  dis- 
tributor of  hearing  aids  to  cease  (1)  advertising  that  it 

is  a  multiple  city  firm,  that  it  conducts  research  in  hear- 
ing disability,  and  that  its  devices  will  restore  "normal" 
hearing  or  prevent  its  deterioration,  and  (2)  claiming  that 
its  salesmen  have  been  scientifically  trained,  or  misrepre- 
senting In  any  way  its  business,  sales  personnel,  or  effi- 
cacy of  its  hearing  aids.   Respondent  was  required  affirma- 
tively to  disclose  in  advertising  that  its  business  is  the 
sale  of  hearing  aids. 

13.  Minnesota  Hearing  Aid  t  Optical  Centers,  Inc.,  and  South 
Dakota  Hearing  Aid  Center,  Inc.,  Assurance  of  voluntary  Com- 
pllance  #2150  (1970).   Hearing  aid  sellers  agreed  not  to 
represent  that  their  hearing  aids  C9uld  correct  all  types 

of  hearing  loss,  that  they  could  correct  all  types  of  "nerve 
deafness,"  that  no  batteries  were  required  for  operation,  or 
that  non-operative  replicas  were  in  fact  the  real  models. 
Respondents  also  agreed  not  to  use  the  word  "prescribed* 
unless  In  fact  the  hearing  aid  was  made  according  to  a  phy- 
sician's prescription  for  a  particular  purchaser,  to  use 
the  word  "new"  more  than  one  year  after  the  introduction 
of  a  significant  improvement  over  an  older  device,  or  to 
use  the  word  "guarantee"  unless  the  terms  of  the  guarantee 
are  specified. 

14.  Sonotone  Corporation,  Assurance  of  Voluntary  Compliance 
12109  (1970).   Hearing  aid  manufacturer  agreed  not  to  con- 
duct a  "National  Hearing  Aid  Census"  which  revealed  informa- 
tion to  be  used  by  it  In  the  marketing  of  hearing  aids  unless 
it  disclosed  conspicuously  that  it  was  in  the  business  of 
distributing  hearing  aids. 

15.  Maryland  Hearing  Aid  Service,  Assurance  of  Voluntary  Compli- 
ance  «2093  (1976) .   Hearing  aid  seller  agreed  to  stop  repre- 
senting, 2UDong  other  things,  (1)  that  the  hearing  aids  it 
offered  for  sale  were  a  "new*  invention  or  involved  a  new 
mechanical  or  scientific  principle,  when  such  is  not  the 
fact;  (2)  that  a  hearing  aid  offered  for  sale  eliminates 
all  background  noises;  and  (3)  that  any  hearing  aid  is  a 
comparable  value  to  a  higher  priced  aid  unless  it  has  deter- 
mined that  the  aids  compared  are  identical  in  all  material 
and  scientific  respects. 

16.  Medical  Supplies,  Inc.,  Assurance  of  Voluntary  Compliance 
#2066,  (1969).   Hearing  aid  seller  agreed  to  cease  falsely 
advertising  that  its  hearing  aid  was  a  new  invention,  to 
cease  representing  that  it  is  accredited  by  a  medical  or 
scientific  organization,  and  to  cease  advertising  "free  models* 
of  hearing  aids  when  such  models  were  only  Inactive  replicas. 

17.  Fidelity  Electronics,  Ltd.,  Assurance  of  Voluntary  Compli- 
ance #1883  (1969).   Hearing  aid  manufacturer  agreed  to  cease 
falsely  advertising  that  its  hearing  aids  were  based  on  a 
new  scientific  principle,  that  they  compensated  for  a  greater 
degree  of  hearing  loss  than  they  did,  or  that  they  were  more 
effectively  concealed  than  they  were.   Respondent  also  agreed 
not  to  represent  that  a  non-operating  model  of  a  hearing 

aid  was  a  complete  operating  model. 

18.  Horth  American  Philips  Company,  Inc.,  Assurance  of  Voluntary 
Compliance  #1632  (1969).   Bearing  aid  manufacturer  agreed 
not  to  represent  that  its  hearing  aids  were  more  effectively 
hidden  when  worn  than  was  the  fact  or  that  they  compensate 
for  a  greater  degree  of  hearing  loss  than  was  the  fact. 

19.  Washington  Hearing  Center,  Assurance  of  Voluntary  Compliance 
#1557  (1969).   Two  hearing  aid  sellers  agreed  not  to  use 
any  name  which  may  indicate  a  government  affiliation  or  to 
advertise  particular  product  features  as  providing  "New 
Help  for  Bard  of  Hearing." 
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20.  True  Hearing  Center,  Assurance  of  Voluntary  Compliance 
♦1423  (1968).   Hearing  aid  seller  agreed  not  to  advertise 
that  its  hearing  aids  helped  "nerve  deafness,'  and  not  to 

use  the  name  "True  Hearing  Center"  as  the  name  of  a  commercial 
enterprise. 

21.  Buchanan  Hearing  Aid  Co.,  inc..  Assurance  of  voluntary  Com- 
pliance  #1172  (1968) .   Hearing  aid  seller  agreed  to  change 
the  wording  of  its  advertisements  for  hearing  aids  generally 
so  that  "miracle"  was  changed  to  "marvel,"  "can  hear"  became 
"may  hear,"  and  "nerve  deafness"  became  "mild  nerve  deafness." 
Respondent  also  agreed  to  supply  an  offer  of  a  free  trial  in 
the  case  of  a  hearing  aid  model  that  might  have  been  decep- 
tive.  Representations  that  its  hearing  aids  were  "all  but 
hidden"  became  representations  that  they  were  "nearly  hidden." 

22.  Goldentone  Electronics,  inc..  Assurance  of  voluntary  Compli- 
ance  #1170,  (1968)  .   Hearing  aid  manufacturer  agreed,  among 
other  things,  not  to  represent  that  its  hearing  aids  were 
more  effective  or  compensated  for  a  greater  degree  of  hear- 
ing loss  than  was  the  fact. 

23.  Audivox  Hearing  Aids,  Assurance  of  Voluntary  Compliance 
#1104  (1968).   Hearing  aid  manufacturer  agreed  not  to  repre- 
sent that  its  hearing  aids  were  smaller  or  better  concealed 
than  was  the  case,  to  substitute  "may  hear"  for  "can  hear," 
and  to  disclose,  in  the  case  of  hearing  aids  that  work  on 
the  bone-conduction  principle,  that  in  many  cases  their  hear- 
ing aids  will  not  be  suitable. 

24.  Dahlberg  Electronics,  inc..  Assurance  of  voluntary  Compli- 
ance #1100  (1968).   Hearing  aid  manufacturer  agreed  to  reword 
its  ads  for  hearing  aids,  generally  so  that  "nerve  deafness* 
was  changed  to  "mild  nerve  deafness,"  "hear"  beceune  "hear 
more  clearly,"  and  "help"  became  "may  help." 

25.  M.  W.  Kritzik  Hearing  Aids:  Assurance  of  Voluntary  Compli- 
ance  #1099  ( 1968) .  Hearing  aid  seller  agreed  not  to  repre- 
sent that  his  hearing  aids  were  more  effective  or  cured 

a  greater  degree  of  hearing  loss  than  was  the  case,' or  that 
they  were  smaller  than  was  the  case,  or  that  the  FTC  had 
allotted  respondent  a  wave  length  for  the  instrument. 

26.  Zenith  Radio  Corporation,  Assurance  of  Voluntary  Compliance 
♦1088  (1968) .   Hearing  aid  manufacturer  agreed  to  cease  adver- 
tising that  its  hearing  aids  would  be  so  powerful  that  users 
would  not  miss  a  word,  that  it  had  a  model  that  would  treat 
"nerve  deafness,"  or  that  it  had  a^  ,line  fully  effective  for 
moderate  hearing  losses,  when  such  was  not  the  fact. 

27.  Sonotone  Corporation,  Assurance  of  Voluntary  Compliance  #1064 
(1968) .  Hearing  aid  manufacturer  agreed,  among  other  things, 
not  to  represent  that  its  hearing  aids  were  smaller  or  better 
hidden  than  was  indeed  the  fact. 

28.  Otar ion  Electronics,  Inc.,  Assurance  of  Voluntary  Compliance 
#1()24  (1968).  Hearing  aid  manufacturer  was  ordered  to  cease 
making  the  following  representations:   (1)  "You  can  wear 

it  without  even  your  closest  friends  realizing  it's  a  hearing 
aid";  (2)  "a  recently  patented  invention";  (3)  "nerve  deaf- 
ness"; (4)  "slip  it  into  your  ear  and  hear  again."   Respond- 
ent also  agreed  not  to  advertise  that  its  hearing  aids  worked 
without  batteries  or  other  visible  mechanisms,  unless  it 
disclosed  that  the  bone-conduction  principle  it  used  was 
not  applicable  to  everyone. 

29.  National  Hearing  Aid  Centers,  Inc.,  Assurance  of  Voluntary 
Compliance  #687  (19^7).   Hearing  aid  seller  agreed  to  cease 
to  represent  that  its  product  was  "positive  help  for  nerve 
deafness,"  and  that  one  could  "slip  it  into  your  ear  and 
hear  again  instantly."   It  also  agreed  to  cease  offering 
"free"  gifts  as  a  means  of  obtaining  leads. 

30.  Mace  Warner  Co.,  Inc.,  Assurance  of  Voluntary  Compliance 
#646  (1967).   Hearing  aid  seller  agreed  to  cease  making 
representations  that,  in  effect,  stated  that  its  hearing 
aid  was  able  to  relieve  "nerve  deafness,"  (ability  to  hear 
sounds  but  not  understand  them) . 
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31.  Taylor  Hearing  Aid  Center,   Assurance  of  voluntary  Compli- 
ance   1609    (1967)  .      Hearing   aid   seller,   seller  of  a   'hearing 
aid   special,'    agreed   to  cease  using   the   following   represen- 
tations  in   its  advertisements:      'hear  again  clearly,'    'nerve 
deafness,'    'sounds  are  amplified   loudly  and  clearly.* 

32.  Maico  Electronics,    Inc. ,   Assurance  of  voluntary  Compliance 
1206    (1966).      Hearing   aid   manufacturer  agreed   to- cease  send- 
ing out  a  mailing  posing   as  a   'Senior  Citizens  Survey,'   which 
did  not  identify   the  seller   as  a  manufacturer   of  hearing   aids. 

33.  Regal  Audio   instruments,    66   FTC  989    (1964).      Consent  order 
requiring  distributors  of   'ultima"   hearing  aids   in  Buffalo, 
N.y. ,   to  cease   representing   falsely  in  advertising   that  the 
device  was  unconditionally  guaranteed,   that  the  'oltlma* 
hearing  aid  had  a  permanent  source  of  power  which  would   never 
need   replacement,    that   it  would  bring  every  wearer's  hearing 
up  to  normal   levels,   and   that   it  was  approved  and   endorsed 

by  the  Federal  Trade  Commission. 

34.  Sonotone  Corporation,    56  FTC   1101    (1960).     Consent  order 
requiring   an  Elmsford,   New  York,   manufacturer  of  hearing 
aids  to  cease   representing    in  advertising   that   its  hearing 
aids  were  cordless,   buttonless,   and   invisible. 

35.  The   Dahlberg   Company,    56  FTC   1098    (1960).      Consent  order 
requiring   a  Minneapolis,    Minn.,   manufacturer   to  cease   repre- 
senting   (1)    that   its   'Miracle   Ear,'    'solar   Ear,"   and   'Optic 
Ear'   hearing   aids  were  buttonless,   cordless,   and    invisible, 
and    (2)    that   the   'Miracle   Ear'   device  provided  equally  good 
hearing   from  all  directions   and  was  smaller   than  was   the 
fact. 

36.  Beltone  Hearing  Aid   Company,    56  FTC   387   (1959).      Consent 
order   requiring  a  Chicago,    ill. ,   manufacturer  of  hearing 
aids   to  cease  representing    in  advertising    (1)    that   its   'Bear- 
N-See"   and   "Shinette"   hearing  aid  devices  had  no  attached 
buttons,   wires,   or   cords,   were    invisible,   and  were  hidden 

in  eyeglasses,    (2)    that   its   "Invisible'   hearing  aid  was 
in  fact  invisible,    and    (3)    that  their  advertising  booklets 
were  offered  as  a  public   service   to   the  hard  of  hearing. 

37.  Audivox,    Inc.,    et  al.    56   FTC   215    (1959).     Order   requiring 

a  Boston,   Mass.,  manufacturer   to  cease   representing   in  adver- 
tising   that   its  air-conduction  hearing  aids  (1)   had   no  but- 
tons,  wires,   or   cords  attached,    (2)   were. invisible  or 
concealed,    and    (3)    that   its  advertising  booklet  was  distrib- 
uted ai  a  public  service. 

38.  zenith  Radio  Corp.,    55   FTC   2133    (1959).     Stipulation 
requiring  an   Illinois  manufacturer  of  hearing  aids  to  cease 
(1)    comparing    its  hearing   aids   to  discontinued  models  of 
competitor's  hearing  aids  without  disclosure  of  this  fact, 
and    (2)    falsely  disparaging    its   competitors'   products. 

39.  Qualitone  Hearing  Aid   Company,    inc.,    55   FTC   120   (1958). 
Consent  order   requiring   a   Minneapolis,   Minn.,  manufacturer 
of  hearing   aids  to  cease   representing    (1)    that  their   hear- 
ing aids  were  cordless,    invisible,   and   required  nothing    in 
the  ear,    and    (2)    that  the   former  was  completely  contained 
in  a  pair  of  eyeglasses. 

40.  Tonemaster  Manufacturing  Company,    55  FTC  1750    (1959).     Con- 
sent  order   requiring  manufacturers   in  Peoria,    111.,   to  cease 
advertising   that   their   hearing   aids  were  cordless,    required 
nothing   in  the  ear,   and  were   invisible. 

41.  Otarion,    Inc.,    54   FTC   382    (19571.      Consent  order   requiring 
a  manufacturer  of  hearing   aids    in  Dobbs   Ferry,   N.Y.,   and 
its   franchise  distributor    in   the  District  of  Columbia,   to 
cease  representing   that   their   'Listener'   hearing  aid  was 
cordless,   could  not  be   seen,    required   nothing    in  either  ear, 
and  was  completely  contained    in  and  could  not  be  distinguished 
from  ordinary  eyeglasses. 

42.  Forrest  A.   Jones,   d/b/a  Oregon  Hearing  Center,    52  FTC   1192 
(1956) .      Consent  order    requiring    two  hearing  aid   sellers 
to  cease   representing   that   its  hearing  aids    (1)   are   invis- 
ible;   (2)   will  provide  hearing    to  the  deaf;    (3)   will   fit  any 
ear;    (4)      have  the  approval   of   the  American  Medical  Associa- 
tion;  and   (5)    that   its  bone-conduction  aids  were  a  recent 
invention.    Invisible,    and   would   enable  deaf  persons   to  hear 
as  well   as  do  normal-hearing  persons. 
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43.  Oklahoma  College  of  Audiometry,  52  FTC  558  (1955).  Consent 
order  requiring  an  OKlahoma  City  seller  of  a  correspondence 
course  in  audiometry  (the  fitting  of  hearing  aids)  to  cease 
representing  that  students  making  a  passing  grade  would  receive 
a  diploma  of  Doctor  of  Audiometry,  indicated  by  the  letters 
*D.A.' 

**'      Anthony  w.  Hagedorn,  d/b/a  Buchanan  Bearing  Aid  Company, 

51  FTC  55  (1954) .   Consent  order  requiring  a  seller  of  hear- 
ing  aids  to  cease  representing  that  the  device  (1)  will  fit 
into  the  ear  canal  of  all  persons,  (2)  is  hidden  and  out  of 
sight  when  in  the  ear  canal,  (3)  will  fit  all  hearing  aids, 
and  (4)  has  been  accepted  by  the  American  Medical  Association. 

45.  Dictograph  Products,  Inc.,  50  FTC  179  (1953).   Consent  order 
requiring  a  manutacturer  of  "Acousticon"  hearing  aids  in 
Jamaica,  N.Y.,  to  cease  representing  (1)  that  booklets  pub- 
lished by  it  contain  a  report  on  hearing  aids  by  the  U.S. 
Government  or  any  branch  thereof,  (2)  that  its  hearing  aids 
are  the  only  ones  on  the  market  that  are  satisfactory, 

(3)  that  its  hearing  aids  are  recommended  by  the  United 
States  Government  or  any  branch  thereof,  and  (4)  that  com- 
petitors' hearing  aids  have  not  been  improved  in  recent 
years. 

46.  The  Dahlberg  Company,  50  FTC  938  (1954).   Consent  order 
requiring  a  Minneapolis,  Minn.,  retailer  and  distributor 

of  hearing  aid  devices  to  cease  disseminating  any  advertise- 
ment which  represents  that  said  device:   (1)  will  fit  the 
ear  CeUials  of  all  persons,  (2)  is  hidden  or  out  of  sight 
when  inserted  in  the  ear  canal,  (3)  has  been  accepted  by 
the  American  Medical  Association,  and  (4)  will  fit  all 
hearing  aids. 

47.  Rochester  Acoustical  Laboratories,  50  FTC  1138  (1953). 
Stipulation  requiring  a  Minnesota  corporation  to  cease  rep- 
resenting (1)  that  its  hearing  aids  which  use  an  earmold 

or  tube  leading  to  the  ear  include  nothing  in  or  leading 
to  the  ear,  and  (2)  that  its  hearing  aids  are  invisible  or 
cannot  be  seen. 

48.  Audi vox.  Inc.,  50  FTC  1151  (1953).   Stipulation  requiring 
a  Massachusetts  manufacturer  and  seller  of  hearing  aids  to 
cease  representing  (1)  that  any  of  its  sales  literature  or 
other  data  available  to  the  general  public  is  "confidential"; 
(2)  that  any  advertising  material  is  impartial  scientific 
information  on  hearing  aids;  and  (3)  that  any  advertising 
material  is  distributed  as  a  public  service. 

49.  Miracle  Hearing  Aid,  Inc.  et  al.,  49  PTC  1410  (1953).   Order 
that  a  corporation  engaged  in  the  interstate  sale  and  distri- 
bution of  a  device  designated  "Miracle  Bearing  Aid"  designed 
for  insertion  in  the  external  auditory  canal  cease  falsely 
representing  (1)  that  said  device  was  a  hearing  aid  and  that 
by  its  use  the  hearing  of  deaf  persons,  or  those  with  a  par- 
tial or  complete  loss  of  hearing,  would  be  benefited;  (2) 
that  said  device  had  been  approved  by  physicians;  and  (3) 
cease  failing  to  disclose  material  facts  with  respect  to 

the  consequences  resulting  from  the  use  of  the  device  under 
usual  conditions. 

50.  National  College  of  Audiometry,  48  FTC  1149  (1952).   Order 
requiring  an  Illinois  correspondence  school  of  audiometry 

to  cease  representing  that  it  was  empowered  to  grant  academic 
degrees. 

51.  The  Elmo  Company,  Inc.,  48  PTC  1379  (1952).   A  corporation 
engaged  in  the  interstate  sale  and  distribution  to  the  pub- 
lic of  a  combination  of  drug  preparations  and  a  device 
referred  to  by  it  as  "Home  Treatment";  was  ordered  to  cease 
from  falsely  representing  (1)  that  use  of  its  said  prepara- 
tions and  device  in  combination,  as  directed,  would  cure  or 
constitute  an  effective  treatment  for  deafness  and  impaired 
hearing,  (2)  that  its  said  method  of  treatment  was  based  on 
the  findings  of  accepted  medical  authorities;  and  (3)  that 
said  preparations  and  device  might  be  used  safely  and  without 
harm  to  the  user . 

52.  Telex,  Inc.,  48  FTC  1625  (1951).   Stipulation  requiring  a 
Minnesota  manufacturer  of  hearing  aids  to  cease  representing, 
among  other  things,  that  through  the  use  of  such  words  and 
terms  as  "hear  secretly,"  "hidden  hearing"  and  "invisible 
hearing,"  or  otherwise,  that  no  part  of  its  hearing  aid 
devices,  as  worn,  is  visible  or  can  be  seen. 
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53.  The  Mlcrotone  Co.,  .48  FTC  1664  (1952).   Stipulations  requir- 
Ing  a  Minnesota  corporation  to  cease  representing,  among 
other  matters,  that  their  hearing  aids  are  invisible  or  can- 
not be  seen. 

54.  Beltone  Hearing  Aid  Co.,  48  FTC  1671  (1952).   Stipulation 
requiring  an  Illinois  hearing  and  manufacturer  to  cease  rep- 
resenting (1)  that  the  sizes  or  weights  of  their  hearing 

aid  devices  are  different  from  what  is  in  fact  the  case; 

(2)  that  any  of  its  hearing  aid  devices  which  employ  an  ear- 
mold or  a  tube  include  nothing  worn  in  or  leading  to  the  ear; 

(3)  that  their  hearing  aid  devices  give  "full-tone  hearing"  or 
the  "richest"  or  "clearest"  hearing;  (4)  that  their  hearing 
aid  devices  eliminate  fading  in  and  out;  (5)  that  their  hear- 
ing aid  devices  will  enable  the  hopelessly  deaf  to  hear  again; 
(6)  that  their  hearing  aid  devices  embody  new  or  different 
electronic  principles  from  those  found  in  other  hearing  aid 
devices;  (7)  through  the  use  of  such  words,  terms,  and  phrases 
such  as  "hides  deafness,"  "conceals  deafness,"  "even  close 
friends  won't  know  you're  wearing  a  hearing  aid"  or  otherwise, 
that  any  device  which  is  not  completely  concealed  when  worn  by 
any  user  is  invisible  or  cannot  be  seen;  (8)  that  by  means 

of  their  hearing  aid  devices,  a  user  can  prevent  his  hearing 
loss  from  becoming  progressively  worse;  and  (9)  that  their 
hearing  aid  devices  require  less  equipment  than  all  parts 
essential  to  the  functioning  thereof. 

55.  Dictograph  Products,  Inc.,  48  FTC  1672  (1952).   Stipulation 
requiring  a  New  York  hearing  aid  manufacturer  to  cease  rep- 
resenting, among  other  things,  (1)  that  certain  of  its  hearing 
aids  employ  a  new  or  different  principle,  duplicate  the  func- 
tions of  the  human  ear,  or  duplicate  nature's  way  to  hear, 
provide  directional  hearing,  and  enable  one  to  hear  again 
regardless  of  the  cause  of  Impaired  hearing;  (2)  that  any 
device  which  is  not  completely  concealed  when  worn  by  any 
user  is  invisible  or  cannot  be  seen;  (3)  that  any  of  its 
hearing  aid  devices  which  employ  an  earmold  or  a  tube  include 
nothing  worn  in  or  leading  to  the  ear;  (4)  that  it  conducts 
"hearing  clinics"  or  employs  "hearing  specialists"  or  "hear- 
ing experts";  (5)  that  it  conducts  a  "public  education  depart- 
ment"; and  (6)  that  its  hearing  aid  devices  employ  no  cords, 
unless  it  is  clearly  disclosed  that  the  coed  eliminated  is 
the  standard  receiver  cord. 

56.  Sonotone  Corp.,  48  FTC  1673  (1952).   Stipulation  requiring 
New  York  hearing  aid  manufacturer  to  cease  representing 
(1)  that  any  device  which  is  not  completely  concealed  when 
worn  by  any  user  is  invisible  or  cannot  be  seen;  (2)  that 
any  of  its  hearing  aid  devices  which  employ  an  earmold  or 
a  tube  include  nothing  worn  in  or  leading  to  the  ear;  (3) 
that  there  is  no  button  or  receiver  in  the  ear,  unless  it 
is  clearly  disclosed  that  the  bone-conduction  receiver  is 
worn  behind  the  ear;  (4)  that  its  hearing  aid  devices 
require  less  equipment  than  all  parts  essential  to  the 
functioning  thereof;  and  (5)  that  use  of  its  hearing  aid 
devices  will  benefit  persons  who  have  no  residual  hearing. 

57.  Otarion,  Inc.,  48  FTC  1678  (1952).   Stipulation  requiring 
an  Illinois  hearing  aid  manufacturer  to  cease  representing 
(1)  that  any  device  which  is  not  completely  concealed  when 
worn  by  any  user  is  invisible  or  cannot  be  seen;  (2)  that 
any  of  its  hearing  aid  devices  which  employ  an  earmold  or 
a  tube  include  nothing  worn  in  or  leading  to  the  ear;  and 
(3)  that  its  hearing  aid  devices  are  only  half  the  size  of 
most  hearing  aids. 

58.  The  Malco  Co.,  48  FTC  1679  (1952).   Stipulation  requiring 
a  Minnesota  hearing  aid  manufacturer  to  cease  representing 
(1)  that  any  device  which  is  not  completely  concealed  when 
worn  by  any  user  is  invisible  or  cannot  be  seen;  (2)  that 
any  of  its  hearing  aid  devices  which  employ  an  earmold  or 
a  tube  include  nothing  worn  in  or  leading  to  the  ear;  and 

(3)  that  its  hearing  aid  device  is  a  "revolutionary  inven- 
tion." 

59.  American  Sound  Products,  Inc..  48  FTC  1682  (1952).   Stipula- 
tion  requiring  an  Illinois  hearing  aid  manufacturer  to  cease 
representing  (1)  that  any  device  which  is  not  completely 
concealed  when  worn  by  any  user  is  invisible  or  cannot  be 
seen;  (2)  that  any  of  its  hearing  aid  devices  which  employ 
an  earmold  or  a  tube  include  nothing  worn  in  or  leading 

to  the  ear;  (3)  that  its  hearing  aid  devices  require  less 
equipment  than  all  parts  essential  to  the  functioning  thereof; 

(4)  that  its  hearing  aid  devices  are  smaller  or  more  powerful 
than  all  other  hearing  aid  devices,  with  many  other  hearing 
aid  devices  being  2  or  3  times  as  large. 
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60.  American  Earphone  Co.,  47  FTC  1699  (1950).   Stipulation 
requiring  a  New  York  corporation  to  cease  representing  that 
its  hearing  aid  (1)  magnifies  ordinary  conversation  or  musi- 
cal tones  without  any  distortion;  (2)  embodies  a  new  acous- 
tical principle;  or  (3)  is  an  effective  aid  for  anyone  having 
a  loss  of  hearing  sufficient  to  require  the  use  of  a  hearing 
aid. 

61.  Edward  Baum,  46  FTC  179  (1949).   Order  requiring  the  seller 
of  the  "Mega-Ear-Phone"  to  cease  representing,  among  other 
things,  (1)  that  it  relieved  deafness,  eliminated  head  noises, 
and  enabled  a  deaf  person  to  hear  irrespective  of  the  cause 
and  degree  of  deafness;  (2)  that  its  use  would  restore  and 
improve  hearing. 

62.  C.  L.  Hofmann  Corp.,  45  FTC  894  (1949).   Stipulation  requiring 
a  Pennsylvania  corporation  to  cease  representing  that  its 
hearing  aid  utilized  any  of  the  scientific  principles  involved 
In  radar. 

63.  Hears  Radio  Hearing  Device  Corp.,  34  FTC  1658  (1942).   Stlpu- 
lation  requiring  a  hearing  aid  manufacturer  to  cease  represent- 
ing (1)  that  its  hearing  aid  is  better  suited  to  supply  the 
hearing  aid  needs  of  persons  regardless  of  the  degree  and 

Itind  of  their  hearing  afflictions;  (2)  that  it  will  assure 
all  deaf  or  partially  deaf  persons  clear,  natural,  and  under- 
standable sounds  or  will  assure  immeasurably  better  hearing 
under  all  conditions  and  on  all  occasions;  (3)  that  it  will 
retard  deafness  by  stimulating  and  activating  the  ossicles 
in  the  middle  ear,  or  lead  to  improvement  in  hearing  by  stim- 
ulating or  exercising  the  organs  of  hearing;  and  (4)  that 
it  is  an  entirely  new  hearing  aid  quite  different  from  any 
other  on  the  marlcet  or  that  it  is  the  lightest  or  smallest 
hearing,  aid  now  marketed. 

64.  C.  L.  Hofmann  Corp.,  34  FTC  1567  (1941).   Stipulation  requir- 
ing a  hearing  aid  manufacturer  to  cease  representing,  among 
other  things,  that  its  hearing  aids  will  enable  the  user 

to  hear  naturally  or  to  hear  and  understand  everything  that 
is  said  or  sung  wherever  it  may  be  used,  regardless  of  the 
degree  of  the  individual  user's  hearing  impairment,  or  that 
it  will  assure  the  elimination  of  all  auditory  handicaps 
under  all  conditions  of  its  use. 

69'.   Better  Hearing,  Inc.,  22  FTC  920  (1936).   Stipulation 

requiring  a  hearing  aid  seller  to  cease  misrepresenting  the 
experience  and  size  of  its  organization. 

66.   Hears  Radio  Hearing  Device  Corporation,  18  FTC  144  (1934). 
Order  requiring  a  hearing  aid  manufacturer  to  cease  repre- 
senting that  its  device  would  aid  hearing  by  exercising  the 
ear  muscles,  would  cure  "head  noises,"  and  would  cure  people 
'who  were  born  deaf  or  had  been  deaf  for  25  years,  when  in 
fact  the  treatment  had  long  a^o  been  tested,  found  worthless 
and  dangerous,  and  discarded  by  otologists. 
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Consumers 


Federal  Trade  Commission  •  November  1992 


Hearing  Aids 


•  A  hearing  aid  is  an  electronic 
device  that  picks  up  sound  waves 
with  a  tiny  microphone. 

•  Because  a  hearing  aid  is  an  ampli- 
fication device,  you  must  have 
some  hearing  to  benefit  from  its  use. 

•  No  single  hearing  aid  is  right  for 
everyone. 

•  Be  wary  of  advertisements  for 
hearing  aids  that  play  down  the 
need  for  a  medical  examination 
and  a  hearing  test. 

•  Get  a  hearing  evaluation  from  a 
hearing  aid  dispenser  or  an 
audiologist. 


Bureau  of  Consumer  Protection 
Office  of  Consumer  & 
Business  Education 
(202)  326-3650 

Produced  in  cooperalinn  willt  the  American 
Aisociaiion  of  Retired  Persons 


More  than  21  million  Americans  suffer  from 
some  typ)e  of  hearing  impairment.  Fortunately, 
many  of  these  people  can  benefit  from  the  use  of 
a  hearing  aid.  However,  hearing  aids  cannot 
work  for  everyone.  Those  who  can  be  helped 
need  to  be  carefully  fitted.  This  brochure 
provides  information  about  hearing  loss  and 
things  to  look  for  when  shopping  for  a  hearing 
aid.  It  stresses  the  importance  of  a  medical  exam 
and  the  value  of  a  trial  period. 

Types  of  Hearing  Loss 

The  two  basic  types  of  hearing  loss  are  conduc- 
tive and  sensorineural.  Conductive  hearing  loss 
involves  the  outer  and  middle  ear.  It  can  result 
from  a  blockage  of  wax,  a  punctured  eardrum, 
birth  defects,  ear  infections,  or  heredity.  Usu- 
ally, conductive  hearing  loss  can  be  corrected 
medically  or  surgically. 

Sensorineural,  or  "nerve"  hearing  loss 
involves  damage  to  the  inner  ear.  It  can  be 
caused  by  aging,  prenatal  and  birth-related 
problems,  viral  and  bacterial  infections,  hered- 
ity, trauma  (such  as  a  severe  blow  to  the  head), 
exposure  to  loud  noises,  the  use  of  certain  drugs, 
fluid  buildup  in  the  inner  ear,  or  a  benign  tumor 
in  the  inner  ear.  Only  in  rare  cases  can  sensori- 
neural hearing  loss  be  medically  or  surgically 
corrected.  It  is  the  type  of  hearing  loss  that  is 
most  commonly  managed  with  a  hearing  aid. 

Sensorineural  hearing  loss  can  affect 
selective  portions  of  a  person's  range  of  hearing. 
Therefore,  the  degree  of  hearing  loss  and  the 
specific  levels  of  pitch  (frequencies)  affected 
will  vary  from  person  to  person.  Even  in  in- 
stances where  the  pattern  of  the  loss  is  the  same, 
the  degree  of  sound  clarity  may  vary  from 
person  to  person  or  may  differ  between  ears  for 
one  individual.  As  a  result,  individuals  suffer- 
ing from  sensorineural  hearing  loss  often  require 
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a  hearing  aid  tailored  to  the  specific  sensitivity 
and  the  pattern  of  hearing  loss. 

Purchase  Suggestions 

A  hearing  aid  is  an  electronic  device  that  picks 
up  sound  waves  with  a  tiny  microphone.  The 
microphone  makes  weaker  sounds  louder  and 
sends  them  to  the  ear  through  a  tiny  speaker. 
Because  a  hearing  aid  is  an  amplification  device, 
a  person  must  have  some  hearing  to  benefit  from 
its  use.  In  addition,  because  hearing  loss  has  a 
variety  of  patterns  and  degrees  of  severity  and 
affects  people  in  different  ways,  no  single 
hearing  aid  is  right  for  everyone. 

The  Federal  Trade  Commission  (FTQ 
offers  the  following  suggestions  if  you  are 
considering  the  purchase  of  a  hearing  aid. 

Consider  getting  an  ear  examination 

The  Food  and  Drug  Administration  (FDA) 
recommends  that  you  have  your  ears  examined 
by  a  licensed  physician.  Ear  examinations  are 
universally  recommended  by  the  medical 
community  to  ensure  there  are  no  underiying 
diseases  or  medical  problems  causing  the 
hearing  loss.  A  hearing  loss  may  be  a  symptom 
of  another  medical  problem  that  needs  a  doctor's 
attention.  Also,  the  cause  and  severity  of  a 
hearing  loss  vary  widely  from  person  to  person. 
Be  wary  of  any  advertisements  for  hearing  aids 
that  play  down  the  need  for  a  medical  examina- 
tion and  a  hearing  test  Dispensers  or  providers 
that  encourage  you  to  sign  a  waiver  for  a 
medical  examination  may  be  selling  products 
that  do  not  meet  industry  standards. 

Get  a  hearing  evaluation  from  a 
dispenser  or  an  audiologist 

Have  your  hearing  tested  to  assess  your  ability 
to  hear  with  and  without  a  hearing  aid.  This  test 


will  enable  a  dispenser  or  audiologist  to  select 
and  fit  a  hearing  aid  to  your  individual  needs. 
(The  term  "dispenser"  refers  to  anyone  selling 
hearing  aids,  whether  the  person  is  a  hearing  aid 
dealer  or  an  audiologist.) 

Check  out  the  dispenser 

Before  you  buy,  check  the  reliability  of  local 
hearing  aid  dispensers  with  your  local  Better 
Business  Bureau  (BBB),  consumer  protection 
agency,  or  state  attorney  general.  You  also  may 
want  to  verify  the  reliability  of  dispensers  and 
physicians  with  their  licensing  boards  in  your 
state  capital.  Ask  if  there  are  any  complaints  on 
file,  and  how  the  company  or  professional  has 
responded  to  the  complaint. 

Ask  the  dispenser  or  audiologist  about  a 
trial  period 

Many  manufacturers,  hearing  specialists,  and 
consumer  groups  recommend,  and  some  state 
laws  require,  that  consumers  be  given  at  least  a 
30-day  trial  period  with  only  a  small  service  fee 
(varying  from  five  to  20  percent  of  the  purchase 
price)  if  the  consumer  returns  the  product.  In 
fact,  manufacturers  routinely  make  adjustments 
and  permit  hearing  aid  returns  within  60  to  90 
days  at  no  charge  to  the  dispenser.  A  trial  period 
is  strong  protection  for  such  an  important 
purchase,  so  ask  before  you  buy. 

Remember,  if  you  purchase  a  hearing  aid 
from  a  door-to-door  salesperson  you  have  the 
right  under  the  FTC's  Door-to-Door  Sales  Rule 
to  cancel  within  three  business  days  of  any  sale 
for  $25  or  more.  The  sale  may  take  place  in  your 
home,  or  at  a  location  that  is  not  the  seller's 
regular  place  of  business. 

If  you  are  thinking  of  buying  a  hearing  aid 
through  the  mail,  consider  the  difficulty  of 
getting  the  right  hearing  aid  for  your  needs  and  a 
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proper  fit.  Allhougli  there  is  no  federal  law 
against  the  mail  order  sale  of  hearing  aids, 
several  states  have  banned  hearing  aid  sales  by 
mail.  In  states  that  do  allow  the  sale  of  aids  by 
mail,  the  transaction  is  subject  to  the  FTC's 
Mail  Order  Rule.  This  rule  requires  companies 
to  ship  purchases  made  by  mail  when  promised 
or  give  consumers  the  option  to  cancel  their 
order  for  a  refund. 

Be  aware  of  sales  practices 

Avoid  being  pressured  into  buying  a  hearing 
aid.  As  with  any  other  medical  deci*;ion,  you 
should  be  given  the  opponunity  to  seek  addi- 
tional infomiation  or  a  second  opinion.  Sales 
personnel  using  high-pressure  approaches 
demonstrate  little  concern  for  your  well  being. 

Purchase  Agreements 

The  hearing  aid  purchase  agreement,  or  contract, 
should  contain  all  terms  of  llie  transaction  in 
writing,  including  an  explanation  of  all  verbal 
promises.  In  reviewing  your  agreement,  remem- 
ber to  consider  the  following: 

•  Is  there  a  written  warranty? 

•  Is  the  warranty  honored  by  Uie  manufacturer 
or  by  the  dispenser?  (In  some  cases  warran- 
ties by  the  manufaciui.  r  may  not  be  recog- 
nized unless  the  hearing  aid  is  purchased 
from  a  seller  authorized  by  the  manufacturer.) 

•  What  services,  if  any,  will  be  provided  free 
of  charge,  and  how  long  will  they  be 
provided? 

•  Will  you  receive  a  "loaner"  if  your  hearing 
aid  needs  to  be  repaired? 

(over) 


•  Do  business  with  a  dispenser  who  will 
clarify  these  details  and  put  all  verbal 
commitments  into  the  written  contract. 

Federal  Standards  for  Sales 

The  FTC  is  responsible  for  monitoring  the 
business  practices  of  hearing  aid  dispensers  and 
vendors.  Under  the  Federal  Trade  Commission 
Act,  the  FTC  can  take  action  against  a  company 
that  misleads  or  deceives  consumers.  Such  a 
company  may  use  misleading  sales  and  advertis- 
ing practices  —  giving  inaccurate  information 
about  hearing  loss,  performance  of  a  hearing  aid, 
refund  policies,  or  warranty  coverage.  The 
Magnuson-Moss  Warranty  Act,  which  the  FTC 
enforces,  provides  consumers  with  certain 
protections  relating  to  warranties.  This  act 
requires  a  company  offering  a  warranty  to  fully 
disclose  all  its  temis  and  conditions. 

The  Food  and  Drug  Administration 
(FDA)  enforces  regulations  that  deal  specifically 
with  the  manufacture  and  sale  of  hearing  aids, 
because  these  products  are  recognized  as  medi- 
cal devices.  FDA  regulations  have  the  force  of 
federal  law.  According  to  the  FDA,  the  follow- 
ing conditions  must  be  met  by  all  dispensers 
before  selling  a  hearing  aid: 

•  Dispensers  must  obtain  a  written  statement 
from  the  patient  signed  by  a  licensed 
physician.  It  must  be  dated  within  the 
previous  six  months,  state  that  the  patient's 
ears  have  been  medically  evaluated,  and 
state  that  the  patient  is  cleared  for  fitting 
with  a  hearing  aid. 

•  A  patient,  age  1 8  or  older,  can  sign  a  waiver 
for  a  medical  examination,  but  dispensers 
must  advise  the  patient  that  waiving  the 
examination  is  not  in  the  patient's  best 
health  interest. 
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•  Dispensers  must  avoid  encouraging  Uie 
patient  to  waive  the  medical  evaluation 
requirement 

•  Dispensers  must  advise  patients  who  appear 
to  have  a  hearing  problem  to  consult 
promptly  with  a  physician. 

•  The  FDA  regulations  require  that  an  instruc- 
tion brochure  be  provided  with  the  hearing 
aid  that  llustrates  and  describes  its  opera- 
tion, use.  and  care.  The  brochure  also  must 
list  sources  for  repair  and  maintenance  and 
include  a  statement  that  the  use  of  a  hearing 
aid  may  be  only  part  of  a  rehabilitative 
program. 

State  Standards  for  Sales 

In  addition  to  federal  regulation,  many  stales 
have  laws  that  apply  to  the  sale  of  hearing  aids. 
Most  states  license  hearing  aid  dispensers,  and 
several  states  prohibit  the  sale  of  hearing  aids 
through  the  mail.  Purchasers  also  may  be 
protected  by  implied  warranties,  created  by  state 
law.  Your  state  Attorney  General's  Office  can 
provide  you  with  particular  information  about 
state  laws  that  apply  to  the  sale  of  hearing  aids. 

The  state  Attorney  General's  Office  also 
will  have  information  on  whether  hearing  aid 
dispensers  must  be  licensed  or  certified  by  the 
state.  Some  hearing  professionals,  such  as 
physicians  and  audiologists,  may  be  licensed  by 
a  state  regulatory  agency.  These  agencies  may 
provide  helpful  information  for  individuals 
considering  a  hearing  aid  purchase. 

Where  to  Complain 

If  you  have  questions  or  complaints  concerning 
the  sales  practices  of  a  hearing  aid  dispenser, 
contact  your  state  Attorney  General's  Office. 


local  consumer  protection  agency,  tlic  Bclicr 
Business  Bureau,  and  write:  Correspondence 
Branch,  Federal  Trade  Commission,  Washing- 
ton. D.C.  20580.  Although  the  FTC  usually 
does  not  resolve  individual  disputes,  the  agency 
may  take  action  against  a  company  if  there  is 
evidence  of  a  pattern  of  deceptive  or  unfair 
practices. 

FTC  Headquarters 

6lh  &  Pennsylvania  Avenue,  N.W. 
Washington,  D.C.  20580 
(202)  326-2222 
TDD  (202)  326-2502 

FTC  Regional  Offices 

1718  Pcachtrce  Sircci.  N.W..  Suite  1000 
Atlanta.  Georgia  30367 
(404)  347-4836 

10  Causeway  Street.  Suite  1 184 
Boston.  Massachusetts  02222-1073 
(617)565-7240 

55  East  Monroe  Street,  Suite  1437 
Chicago,  Illinois  60603 
(312)353-4423 

668  Euclid  Avenue,  Suite  520-A 
Cleveland,  Ohio  441 14 

(216)522-4207 

100  N.  Central  Expressway,  Suite  500 
Dallas,  Texas  75201 
(214)767-5501 

1405  Curtis  Street,  Suite  2900 
Denver,  Colorado  80202-2393 
(303)844-2271 

1 1000  Wilshire  Boulevard,  Suite  13209 
Los  Angeles,  California  90024 
(310)575-7575 

150  William  Street.  Suite  1300 
New  York,  New  York  10038 
(212)264-1207 

901  Market  Street,  Suite  570 
San  Francisco,  California  94103 
(415)  744-7920 

2806  Federal  BIdg.,  915  Second  Ave. 
Seattle,  Washington  98174 
(206)  553-4656 
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Department  of  Veterans  Affairs 

Medical  Center 

SO  Irving  Street  NW 

Washington  DC  20422 


In  Reply  Refer  To; 


October  7,  1993 


Senate  Special  Committee  on  Aging 
Room  SDG-31 
U.S.  Senate 
Uastaington,  DC   20510 


Dear  Committee  Members: 


Hy  written  statement  on  hearing  aids  and  the  older  consumer  Is 
enclosed.   Thank  you  for  addressing  this  Important  issue  on 
behalf  of  older  Americans.   I  appreciate  the  opportunity  to 
provide  comments.   Please  contact  me  If  I  can  be  of  further 
assistance.   I  can  be  reached  at  202-745-8270. 


Sincerely  , 


€,^^ 


Lucille  B.  Beck,  Ph.D.,  Associate  Chief 
Audlology  and  Speech  Pathology  Service  (126) 


CuMuiit*  for  the  U.  S.  Senate  Special  CoMlttee  on  Aging 

Introduction 

Hy  name  1s  Lucille  Beck  and  I  an  the  Associate  Chief  of  the  Audlology  and  Speech 
Pathology  Service  at  the  Department  of  Veterans  Affairs  (VA)  Nedlcal  Center  In 
Hashlngton,  D.C.  I  appreciate  the  opportunity  to  provide  written  conments 
regarding  hearing  aids  and  older  Anerlcans,  and  I  comnend  you  for  making  this 
important  and  complicated  Issue  a  priority  in  your  committee's  work.  I  believe 
that  the  existing  marketplace  Is  confusing  for  the  consumer.  Nany  consumers  who 
could  benefit  from  hearing  aids  do  not  use  them,  either  because  they  are  afraid 
to  try  hearing  aids  or  they  have  had  bad  experiences  in  the  marketplace.  Since 
hearing  loss  is  prevalent  in  one  third  of  older  Americans,  they  are 
disproportionately  affected  by  this  problem.  Senior  citizens  comprise  one  half 
of  all  persons  seeking  help  for  hearing  problems. 

Hy  coimients  are  based  on  my  experience  and  observations  as  an  audiologist  who  has 
provided  hearing  aids  and  currently  directs  an  audlology  clinic  which  last  year 
dispensed  over  1000  hearing  aids.  Since  the  aid  1980s,  I  have  been  the  Associate 
Coordinator  of  the  VA  National  Hearing  Aid  Program  and  its  Chief  of  Hearing  Aid 
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Technical  and  Clinical  Services  for  the  VA  nationwide.  In  addition,  I  hold 
faculty  appolntawnts  at  6a11audet  University  and  George  Washington  University  as 
an  associate  professorial  lecturer  teaching  graduate  courses  In  hearing  aids  and 
aapllficatlon  strategies.  I  have  served  as  a  advisor  to  local  consuowr  groups 
and,  for  five  years,  as  a  iKober  of  the  board  of  trustees  for  Self  Help  for  Hard 
of  Hearing  People,  Inc.  (SHHH),  a  national  hard  of  hearing  consumer  group.  I  aa 
a  consultant  to  the  FDA  Ear,  Nose,  and  Throat  panel  and  have  served  either  u  a 
panel  Maber  or  consultant  for  ten  years.  I  was  elected  president  of  the 
American  Academy  of  Audlology,  a  professional  audlology  organization,  and  am 
currently  serving  my  presidential  term. 

Effect  of  Advertising  on  Consumer  Expectation 

Reports  from  hearing  aid  users  and  potential  users  throughout  the  years  have 
caused  me  to  believe  that  there  are  many  deceptive  sales  practices  prevalent  in 
the  hearing  aid  marketplace.  In  recent  years,  certain  manufactures  have  engaged 
in  aggressive  sales  practices  that  clearly  overstate  the  value  of  the  circuitry. 
Consumer  expectation  Is  shaped  by  this  type  of  advertising,  causing  some 
consumers  to  believe  that  hearing  aids  can  restore  normal  hearing  function  and 
focus  on  the  signal  of  Interest  by  amplifying  only  that  signal.  This  type  of 
inapprpriate  promotion  leads  to  dissatisfaction  with  the  device  and  lack  of 
motivation  to  learn  to  use  the  hearing  aid  properly. 

The  consumer  will  not  be  fully  successful  In  a  system  where  shopping  around  for 
product  and  price  are  required,  since  It  assumes  that  all  products  are  the  same 
and  that  the  consumer  can  make  a  determination  of  effectiveness  from  among 
hundreds  of  products.  Depending  on  the  nature  and  degree  of  hearing  loss,  the 
level  of  performance  will  be  different.  Consumers  must  be  full  Informed  of 
performance  expectation  and  advertising  must  not  mislead  consumers.  The  recent 
actions  of  the  FDA.  warning  manufacturers  about  deceptive  advertising  practices, 
along  with  Its  announcement  of  Intent  to  require  clinical  data  to  substantiate 
claims,  will  ensure  better  protection  for  the  consumer. 

Technoloslcal  Advances 

Hearing  aids  are  remarkable  devices,  and  they  continue  to  develop  and  refine  as 
technological  enhancements  occur.  They  have  changed  dramatically  since  the 
Implementation  of  the  1977  FDA  regulations  which  govern  the  sale  and  manufacture 
of  hearing  aids  today.  At  that  time,  hearing  aids  functioned  more  like  general 
amplifiers.  The  nature  of  amplification,  cooaonly  referred  to  as  electroacoustlc 
characteristics,  was  similar  for  most  hearing  aids.  Basically,  hearing  aids 
provided  gain  or  amplification,  which  made  the  signal  louder,  with  a  simple 
frequency  response,  which  amplified  all  of  the  various  frequencies  or  pitches  in 
a  similar  manner.  It  was  not  until  the  late  1970s  that  the  idea  of  custon-in- 
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the-«ar  hearing  aids,  which  were  custom  made  to  fit  Into  the  ear,  and  had  custoiB- 
deslgned  amplification,  that  Is  electroacoustlc  characteristics  selected  to 
compensate  for  hearing  loss  on  an  Individual  basis,  became  possible.  Hearing 
aids  were  Just  beginning  to  offer  the  myriad  of  special  functions  available 
today. 

Reference  to  the  increasing  sophistication  In  hearing  aids  was  made  by  the  FDA 
Coonlssloner  in  1977.  The  Comnlssloner  stated  that  hearing  aid  dispensers  of  the 
future  must  recognize  their  obligation  to  achieve  greater  competency  In  testing 
hearing  In  order  to  select  and  fit  a  hearing  aid  properly  (42Fed  Reg  31,  [1977]). 
Hearing  aids  of  today  are  technologically  advanced,  offer  a  wide  range  of 
acoustic  and  electronic  variations,  and  provide  an  armementarlum  of  circuit 
options  and  progranBiable  features  for  the  user.  Hearing  aids  still  do  not 
restore  hearing  function  to  normal,  nor  can  they  selectively  recognize  the  speech 
signal  and  amplify  only  that  signal.  Hearing  aids  are  however  effective  and 
beneficial,  and  when  properly  fitted,  mitigate  the  effects  of  hearing  loss  for 
many  people.  The  hearing  aid  of  today  offers  many  special  features  to  compensate 
for  loudness  discomfort  to  certain  sounds  (I.e.,  abnormal  loudness  growth),  a 
special  difficulty  often  encountered  by  people  with  hearing  Impairment  whereby 
even  moderately  loud  sounds  can  be  too  loud.  For  the  hearing  aid  to  be  properly 
fitted.  It  must  have  electroacoustlc  characteristics  appropriate  to  compensate 
for  the  degree  and  configuration  of  hearing  loss  and  the  circuit  options  needed 
to  make  residual  hearing  function  effective  for  communication. 

Regardless  of  the  type  of  hearing  aid  fitted,  a  program  of  rehabilitation 
Instruction  In  hearing  aid  use  and  compensatory  behaviors  Is  required.  In  some 
cases,  use  of  assistive  technology  for  adverse  listening  situations  and  telephone 
communication  Is  also  necessary.  Clearly,  the  hearing  aid  of  today  Is  far  more 
sophisticated  than  the  hearing  aid  available  in  the  1970s.  It  is  essential  that 
the  potential  hearing  aid  user  receive  an  accurate  and  complete  assessment  of 
hearing  function  and  a  program  of  rehabilitation  as  part  of  any  hearing  aid 
provided  today. 

Credentials  of  Providers  -  Assuring  Quality  Care 

In  1977,  the  profession  of  audiology  was  In  Its  developmental  stages  as  a 
provider  of  hearing  aids,  except  in  a  few  settings  such  as  the  VA  (where 
audiologists  have  routinely  dispensed  hearing  aids  as  part  of  audiologic  practice 
since  the  late  1950s).  In  fact,  audiology  was  In  Its  Infancy  as  a  recognized 
profession  at  that  time. 
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The  first  licensing  law  In  audlolojy  was  enacted  In  1969  In  Florida,  and  today 
approximately  43  states  license  audiologlsts  to  practice.  Hearing  aid  selection, 
fitting,  and  dispensing,  are  part  of  the  scope  of  practice  for  audlology  and 
routinely  taught  In  audlology  graduate  prograns  and  as  part  of  the  clinical 
practicuB  experience  for  audlology  training.  This  is  recognized  as  part  of  the 
audlology  license  In  13  states  who  do  not  require  a  separate  license  to  dispense 
aids.  States  which  have  passed  licensing  laws  In  recent  years  have  routinely 
Included  hearing  aid  dispensing  as  part  of  the  audlology  license.  States  which 
enacted  audlology  licensing  laws  years  ago  did  not  Include  dispensing  of  hearing 
aids.  In  fact,  the  American  Speech-Language-Hearing  Association,  the  national 
accrediting  professional  association  which  awards  the  certificate  of  clinical 
competence  in  audlology,  (a  self-imposed  alternate  until  there  is  full  fledged 
licensing  in  all  50  states)  did  not  consider  hearing  aid  dispensing  to  be  part 
of  the  scope  of  practice  until  1978. 

The  FDA  Regulations  -  Revisited 

During  the  development  of  the  FDA  1977  regulations,  inclusion  of  an  audiologic 
assessment  as  a  precursor  to  the  fitting  of  a  hearing  aid  was  advocated  and 
subsequently  required  for  children  only.  Today,  audiologlsts  routinely  combine 
assessment  with  fitting  In  a  variety  of  practice  settings  Including  hospitals, 
speech  and  hearing  centers,  ENT  physicians'  offices,  HMO  settings,  private 
practice,  and  school  systems  as  well  as  the  traditional  university  settings  where 
audiologlsts  teach  and  conduct  research. 

The  1977  regulations  also  required  a  medical  evaluation  as  a  precursor  to  the 
sale  of  a  hearing  aid.  At  that  time,  hearing  loss  was  regarded  primarily  as  a 
symptoo  of  disease,  and  it  was  felt  that  the  safety  of  the  public  would  be  best 
served  by  a  requirement  for  medical  evaluation.  It  should  be  noted  that  the 
purpose  of  the  evaluation  was  to  ensure  that  there  was  no  medical 
contraindication  to  hearing  aid  use.  The  medical  evaluation  was  not  intended  to 
be  an  indicator  of  potential  success  with  a  hearing  aid  or  a  guarantee  of 
consumer  protection.  Since  responsibility  for  fitting  and  sale  of  a  hearing  aid, 
newly  regarded  as  a  medical  device,  was  relegated  to  hearing  aid  dealers, 
individuals  with  no  formal  training  in  hearing,  the  medical  clearance  requirement 
was  meant  to  ensure  that  the  use  of  a  hearing  aid  was  not  substituted  for  proper 
medical  intervention.  This  safeguard  considered  sufficient  to  ensure  that  the 
masking  of  a  serious  medical  condition  would  not  occur  as  a  result  of  purchasing 
a  hearing  aid.  Apparently,  hearing  aids  were  considered  to  be  relatively 
simplistic  amplifying  devices  which  could  be  appropriately  fitted  without  any 
formal  education  and  training.  Audiologic  assessment,  considered  necessary  for 
children,  was  not  deemed  necessary  for  adults,  who  it  was  assumed  through  a 
process  of  trial  and  error  could  make  informed  decisions  about  hearing  aid  use. 
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sine*  the  time  of  those  regulations,  It  Is  now  understood  that  only  5  to  10%  of 
all  hearing  loss  Is  medically  or  surgically  treatable.  Hearing  loss  does  occur 
separately  from  ear  disease.  Two  of  the  most  well-known  causes  of  hearing  loss 
are  noise-Induced  hearing  loss,  caused  by  exposure  to  loud  noise,  and 
presbycusis,  hearing  loss  due  to  aging.  The  presence  of  hearing  loss  results 
In  a  sensory  deficit,  a  condition  distinct  from  the  existence  of  a  disease 
requiring  medical  treatment.  There  are  similar  analogies  in  the  vision  system 
where  it  is  well  understood  and  generally  expected  that  some  loss  of  vision  will 
occur  as  part  of  the  aging  process.  Qualified  professionals,  such  as 
optometrists  and  opthamologists,  measure  visual  acuity  and  prescribe  corrective 
lenses. 

The  medical  evaluation  does  not  provide  Information  about  potential  benefit  with 
hearing  aids.  It  Is  the  diagnostic  audiologic  evaluation  which  determines  the 
degree  and  nature  of  hearing  loss,  the  status  of  middle  ear  function,  speech 
perception  ability,  and  the  need  for  site  of  lesion  testing.  Important,  as  well, 
is  the  complex  interrelationship  between  the  amount  of  organic  hearing  impairment 
and  the  individual's  complex  set  of  comnuni cation  needs.  Individuals  who  provide 
comprehensive  audiologic  assessment,  the  fitting  of  today's  technologically 
sophisticated  hearing  aid,  and  associated  hearing  care  counseling  and  aura! 
rehabilitation  must  receive  formal  education  and  supervised  clinical  practicum 
to  become  qualified  to  provide  these  critical  healthcare  services  to  consumers. 
In  addition,  it  is  essential  that  hearing  tests  be  done  under  exacting  conditions 
using  soundtreated  r  ,oms  with  carefully  calibrated  equipment.  These  requirements 
and  the  necessary  standards  of  care  are  well-defined  for  medical -legal 
examinations  and  pre-surgical  examinations.  The  same  exacting  standard  of  care 
by  a  qualified  professional  is  a  necessary  precursor  to  a  hearing  aid  evaluation. 

The  VA  Hearing  Aid  Program  -  Audiologists  as  Providers 

The  Department  of  Veterans  Affairs  has  provided  hearing  aids  and  aural 
rehabilitation  to  its  veterans  with  hearing  loss  since  after  World  War  II.  In 
fact,  the  profession  of  audiology  began  as  part  of  the  provision  of 
rehabilitation  services  to  veterans  with  hearing  loss  In  Army  hospitals.  Since 
the  inception  of  its  program  during  the  1950s,  the  VA  has  provided  hearing  aids 
as  part  of  a  comprehensive  program  of  audiologic  care.  Today,  the  VA  has 
approximately  400  audiologists  In  its  Audiology  and  Speech  Pathology  Services  who 
dispense  hearing  aids  in  about  100  medical  centers  and  outpatient  clinics  around 
the  country.  In  fiscal  year  1993,  the  VA  dispensed  approximately  70,000  hearing 
aids  to  veterans  with  continuing  eligibility. 
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The  ¥A  progran  1s  characterized  by  tvw  key  elements  which  fom  the  benchmarlcs  for 
high  quality  care.  One  element  Is  a  comprehensive  electroacoustlc  evaluation 
program  which  evaluates  hearing  aids  to  determine  the  nature  and  quality  of  their 
electroacoustlc  characteristics.  The  second  key  element  is  the  services  of  the 
professional  audiology  staff,  that  is,  the  comprehensive  aud1o1og1c  evaluation, 
hearing  aid  and  earmold  selection,  the  hearing  aid  evaluation,  the  dispensing  of 
the  instrument,  and  appropriate  foUow-up  care. 

The  VA  has  developed  a  model  electroacoustlc  testing  program  for  selection 
quality  hearing  aids  at  a  reasonable  cost.  The  testing  program,  conducted  by  the 
National  Institute  of  Standards  and  Technology,  Identifies  high  quality  hearing 
aids  that  meet  the  hearing  loss  needs  of  the  veteran  population.  The  needs  of 
the  pediatric  population,  for  example,  would  not  necessarily  be  reflected  in  VA 
testing.  The  results  of  the  testing  program  are  made  public  through  a  report 
called  the  Handbook  of  Hearing  Aid  Heasurement.  The  1992  report  was  provided 
previously  to  the  coflwittee.  The  report  is  very  technical  and  is  useful  to 
audiologists  and  engineers.  A  non-technical  version  is  available  for  consumers. 
Because  it  is  well  known  that  the  VA  has  a  comprehensive  hearing  aid  test 
program,  we  are  often  asked  by  consumers  and  consuMr  groups  to  provide  advice. 
The  VA  has  always  been  reluctant  to  name  the  best  hearing  aid  for  two  reasons. 
The  first  is  that  there  are  many  good  models  which  the  VA  does  not  test  and,  as 
mentioned  previously,  the  testing  is  designed  to  identify  aids  that  particularly 
meet  the  needs  of  the  veteran  population.  The  second  reason,  and  the  Important 
one  regarding  professional  services,  is  that  a  high  quality  hearing  aid  (i.e., 
the  hearing  aid  that  scores  number  one  in  our  program),  is  only  good  when  it  is 
appropriately  fitted.  In  other  words,  the  hearing  aid  must  have  a  set  of 
electroacoustlc  characteristics  which  compensates  appropriately  for  the 
individual's  hearing  loss. 

The  VA  testing  program  provides  the  framework  which,  when  coupled  with  the 
services  provided  by  the  audiologist,  results  in  good  hearing  health  care.  The 
efforts  of  the  VA  are  directed  towards  the  provision  of  the  proper  tools  for 
audiologists,  as  well  as  for  the  hearing  impaired.  The  key  component  then 
becomes  the  services  of  the  professional  audiology  staff,  the  comprehensive 
audiologic  evaluation  including  the  otoscopic  examination,  hearing  aid  and 
earmold  selection,  the  hearing  aid  evaluation,  the  dispensing  of  the  instrument 
and  the  appropriate  follow-up  care. 

Dispensing  of  hearing  aids  is  provided  as  part  of  a  comprehensive  program  of 
care.  The  first  requirement  is  the  comprehensive  audiologic  assessment. 
Veterans  eligible  for  hearing  aids  are  given  high  priority  for  this  first 
appointment.  Veterans  are  referred  directly  to  the  Audiology  Clinic  for  this 
exam  and  are  not  routinely  scheduled  for  a  medical  or  an  Ear,  Mose,  and  Throat 
exam  unless  the  audiologist  determines  that  medical  management  is  necessary  (VHA 
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directlva  10-92-009,  January  17.  1992).  By  virtue  of  their  graduate  education 
and  practlcun  training,  audlologlsts  are  we11-<|ua11f1ed  to  recognize  when 
patients  with  hearing  loss  should  be  referred  for  aedlcal  consultation.  Graduate 
coursework  Includes  .courses  In  hearing  disorders  and  ear  disease.  Since  less 
than  lOX  of  hearing  loss  Is  medically  and/or  surgically  treatable,  and  since  many 
of  the  tests  that  audlologlsts  perform  and  interpret  are  routinely  used  to 
diagnose  disease,  this  procedure  ensures  the  proper  screening  for  potential 
medical  Intervention. 

Subsequent  appointments  Include  the  fitting  of  the  hearing  aid.  Instruction  In 
how  to  use  the  hearing  aid,  a  program  of  rehabilitation,  counseling,  and  practice 
Including  training  In  listening  skills,  coping  strategies,  and  meeting  special 
connunl cation  needs.  There  are  we11  defined  standards  of  care  for  the  fitting 
of  the  hearing  aid.  In  1990,  the  VA  co-sponsored  the  Vanderbilt  Conference,  a 
state  of  the  art  conference  on  hearing  aids.  The  published  conference 
proceedings  included  a  report  entitled  'Recomnended  Components  of  a  Hearing  Aid 
Selection  Procedure  for  Adults  '(copy  provided).  VA  has  subsequently  adopted 
that  standard  of  care  for  the  selection,  fitting,  and  dispensing  of  hearing  aids 
by  audlologlsts  in  the  VA.  In  addition,  the  VA  has  delineated  criteria  for  the 
provision  of  hearing  aid  services  and  selection  of  required  audiometric  sound 
booths  and  equipment  (VHA  directive  10-92-094,  September  14,  1992). 

VA  Advice  To  The  Consumer 

Regarding  hearing  aids  and  associated  services,  our  advice  to  veterans  and  the 
general  public  Is  to  seek  the  services  of  a  qualified  professional,  an 
audlologlst.  He  do  not  generally  advise  consumers  by  brand  but  suggest  that 
consumers  see  professionals  who  provide  high  quality  products  and  provide 
excellent  services.  The  professional  services  that  accompany  the  product,  and 
most  importantly,  the  professional  Judgment  used  to  select  the  right  product  to 
meet  the  Individual's  needs  (hearing  loss,  occupational,  physical,  social,  and 
economic)  are,  in  my  opinion,  the  benchmarks  for  success  with  a  hearing  aid.  I 
believe  that  a  diagnostic  audlologic  assessment,  correctly  performed  and 
Interpreted  by  an  audlologlst  is  the  foundation  for  service  provision  and  benefit 
from  a  hearing  aid.  Audlologlsts  are  qualified  by  virtue  of  formal  education  and 
supervised  clinical  training  as  described  by  the  recognized  education  models  in 
health  care  training  today.  The  hearing  aid  of  today  has  moved  far  beyond  the 
days  of  a  provider  who  has  no  formal  qualifications. 

Thank  you  for  the  opportunity  to  coranent.  If  I  can  be  of  further  assistance, 
please  contact  me. 


Lucille  B.  Beck,  Ph.D. 
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APPENDIX 


VanderbilWA  Hearing  Aid  Conference 
1990  Consensus  Statement 

Recommended  Components  of  a 
Hearing  Aid  Selection  Procedure  for  Adults 


Following  the  conference.  Dr.  Men  E.  Boysen,  Di- 
rector of  Central  Office,  Audiology  and  Speech 
Pathology  Service,  Department  of  Veterans  Affairs 
(VA),  charged  a  small  working  group  from  the  con- 
ference faculty  with  the  development  of  a  consen- 
sus statement  on  hearing  aid  selection  procedures 
for  adults.  The  members  of  the  committee  who  pre- 
pared the  following  statement  are:  David  B.  Haw- 
kins, Chair,  University  of  South  Carolina,  Colum- 
bia, South  Carolina;  Lucille  B.  Beck,  Department  of 
Veterans  Affairs,  Washington,  D.C.;  Gene  W.  Bratt, 
Vfeterans  Administration  Medical  Center,  Nashville, 
Tennessee;  David  A.  Fabry,  Mayo  Oinic,  Rochester, 
Minnesota;  H.  Gustav  Mueller,  Letterman  Army 
Medical  Center,  San  Francisco,  California;  Patrida 
G.  Stelmachowicz,  Boys  Town  National  Research 
Hospital,  Omaha,  Nebraska. 


Introduction 

Significant  changes  have  occurred  in 
hearing  aid  circuitry,  the  measurement  of 
hearing  aid  performance,  and  hearing  aid 
selection  procedures  in  the  ten  years  since 
the  first  VanderbiltA^A  Hearing  Aid  Report. 
Although  much  of  this  new  technology  has 
been  integrated  into  the  clinical  setting, 
there  still  is  no  universally  accepted  protocol 
for  selecting  an  appropriate  hearing  aid  for  a 
given  individual.  Certain  aspects  of  the  se- 
lection procedure,  however,  can  be  agreed 
upon  by  most  individuals  familar  with  both 
the  research  literature  and  the  constraints  of 
clinical  practice.  The  purpose  of  this  con- 
sensus statement  is  to  outline  the  recom- 
mended components  of  a  hearing  aid  selec- 
tion procedure  which  meets  the  folloviring 


five  criteria:  (1)  it  is  defensible  based  upon 
current  research  literature,  (2)  the  respon- 
sibility for  decision  making  rests  with  the 
audiologist,  (3)  the  goals  for  hearing  aid  per- 
formance are  clearly  stated,  (4)  these  ampli- 
fication goals  are  measured  and  verified,  and 
(5)  counseling  and  follow-up  procedures  are 
viewed  as  essential.' 
n.        Hearing  Aid  Candidacy 

The  first  decision  that  must  be  ad- 
dressed is  whether  a  person  is  a  candidate 
for  hearing  aids.  It  is  inappropriate  to  deter- 
mine hearing  aid  candidacy  by  referring 
only  to  hearing  sensitivity  as  represented  by 
thresholds  for  pure-tone  signals  or  scores  on 
word  recognition  tests.  Anyone  who  de- 
scribes hearing  difficulties  in  communicative 
situations  should  be  considered  a  potential 
candidate  for  hearing  aids  or  other  assistive 
devices.  Unless  dear  contraindications  exist, 
binaural  hearing  aids  should  be  considered 
the  preferred  fitting  for  the  prospective  hear- 
ing aid  user. 
in.  Determination  of  Initial  Electroacoustic 
Characteristics 
A.    Selection  of  SSPL90 

Some  accepted  type  of  supra- 
threshold  judgment  (e.g.  loudness  dis- 
comfort levels,  uncomfortable  loudness 
levels,  or  highest  comfortable  levels) 
should  be  used  to  determine  an  appro- 
priate maximum  output  of  the  hearing 
aid.  If  the  person  is  unable  to  perform 
such  judgments,  a  data-based  predic- 


'This  procedure  is  not  intended  to  address  issues  related  to 
selection  of  hearing  aids  for  young  children. 


321 


272 


322  •  Appendix  II 


IV. 


V. 


lion  method  should  be  used  to  deter- 
mine the  SSPL90  setting.  For  instance. 
Cox  (1985)  has  suggested  that  SSPL90 
could  be  detennined  by  the  equation 
100  +  V*  HL.  Other  recommendations 
for  selecting  SSPL90  based  upon  pure- 
tone  thresholds  can  be  found  in  Cox 
(1988),  Seewald  and  Ross  (1988),  and 
Skinner  (1988). 
B.     Selection  of  Gain/Frequency  Response 
TVvo-cm^  coupler  gain  should  be 
determined  which  will  yield  desired 
real-ear  performance  as  specified  by  a 
published  gain/frequency  response  se- 
lection procedure  (e.g.   Berger,  Hag- 
berg,  and  Rane  1988;  Byrne  and  Dillon 
1986;  Cox  1988;  Ubby  1986;  McCandless 
and  Lyregaard  1983;  Schwartz,  Lyre- 
gaard,  and  Lundh  1988;  Seewald,  Ross, 
and  Stelmachowicz  1987;  Skinner  1988). 
Many  procedures  provide  corrections 
from  desired  real-ear  gain  to  2-cm5  cou- 
pler gain  for  the  average  person.  The 
best  approach  would  be  to  obtain  cor- 
rections on  an  individual  basis  rather 
than  relying  upon  average  values  incor- 
porated into  the  prescription  proce- 
dure. An  example  of  such  a  correction 
procedure  can  be  found  in  Pimch,  Chi, 
and  Patterson  (1990).  The  particular  cor- 
rections will  depend  upon  the  style  of 
hearing  aid  used.  (Use  of  certain  pro- 
grammable or  newer  hearing  aid  circui- 
try may  obviate  the  need  for  some  2-cm' 
coupler  real-ear  conversions.) 
C.     Selection  of  Special  Circuit  Options 

Decisions  concerning  output  lim- 
itation options,  special  circuitry  needs, 
etc.  should  be  made  at  this  point. 
Determination  of  Important  Hearing  Aid 
Features 

Considerations  of  a  variety  of  important 
hearing  aid  features  must  be  incorporated 
into  the  decision  making  process.  A  needs 
assessment  should  be  determined  for  a 
number  of  options  or  features,  such  as  style 
of  hearing  aid,  telecoil,  direct  audio  input, 
raised  volume  control  wheels,  and  direc- 
tional microphone. 

Selection  of  Hearing  Aid(s)  that  Meet  De- 
sired Bectroacoustic  Characteristics 

For  behind-the-ear  (BTE)  hearing  aids, 
the  audiologist  must  select  a  hearing  aid 


with  the  appropriate  electroacoustic  charac- 
teristics and  optior\s  from  available  specifi- 
cation sheets.  For  in-the-ear  (ITE)  hearing 
aids,  the  audiologist  should  order  the  irwtru- 
ment  by  either  (a)  specifying  the  desired 
SSPL90  and  full-on  l-cia^  coupler  gain  (as- 
suming a  reserve  gain  of  10-15  dB),  or  (b)  se- 
lecting an  appropriate  specific  circuit  desig- 
nation described  by  the  manufacturer. 

VI.       Verification  of  Selected  or  Ordered  Electro- 
acoustic  Characteristics 

Upon  receipt  of  the  hearing  aid  and 
prior  to  delivery  to  the  hearing  aid  user,  elec- 
troacoustic measurements  performed  accord- 
ing to  ANSI  standards  (S3.22  1987)  should 
be  completed  to  verify  that  the  hearing  aid 
functions  according  to  the  manufacturer's 
specifications.  Additionally,  in  the  case  of  an 
ITE  hearing  aid,  the  2-cm^  coupler  gain  and 
SSPL90  should  be  examined  to  determine  if 
an  appropriate  circuit  was  delivered  from 
the  manufactiu-er. 

Vn.      Pferformance  Assessment  of  Hearing  Aid 
Characteristics  on  the  User 

A.  Setting  and  Verification  of  SSPL90 

The  SSPL90  should  be  set  to  an  ap- 
propriate level  based  upon  earlier  mea- 
surements. Verification  of  the  chosen 
SSPL90  setting  for  prevention  of  loud- 
ness discomfort  and  overamplification 
should  be  performed  for  each  ear.  This 
determination  can  be  accomplished 
through  a  variety  of  methods,  such  as 
Real  Ear  Saturation  Response  (RESR), 
or  presentation  of  controlled  signals  or 
intense  environmentcil  sounds  to  satu- 
rate the  hearing  aid. 

B.  Verification  of  Desired  Real-Ear  Gain/ 
Frequency  Response 

The  hearing  aid  should  be  adjusted 
to  approximate  as  closely  as  possible 
the  previously  determined  target  val- 
ues for  each  ear.  Verification  methods 
may  include  functional  gain,  aided 
sound-field  thresholds.  Real  Ear  Aided 
Resporue  (REAR),  or  Real  Ear  Insertion 
Response  (REIR).  A  determination  that 
adequate  reserve  gain  is  available  at  the 
chosen  use  volvune  control  position 
should  be  made  as  well. 

C.  Other  Assessments 

Some  type  of  assessment,  formal  or 
informal,  should  be  made  of  special  fea- 
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hires  of  the  hearing  aid,  such  as  a  deter- 
mination of  whether  adequate  telecoil 
strength  is  available  for  the  use  of  the 
telephone.  The  person's  subjective  re- 
actions to  amplified  sound  should  be 
included  in  the  evaluation.  An  assess- 
ment of  the  person's  ability  to  under- 
stand amplified  speech  should  be 
made.  A  number  of  different  ap- 
proaches, such  as  speech  recognition 
scores,  speech  intelligibility  ratings,  or 
informal  subjective  responses,  can  be 
used  for  this  pvirpose. 
Vni.     Counseling  and  Follow-up  Procedures 

Regardless  of  the  selection  strategy  em- 
ployed, proper  counseling  during  the  fitting 
and  orientation  and  Ccireful  foUow-up  pro- 
cedures are  necessary  if  hearing  aids  are 
to  be  used  successfully.  During  the  initial 
stages  of  adjustment  to  amplification,  elec- 
troacoustic  characteristics  may  need  to  be  al- 
tered based  upon  reactions  and  experiences 
of  the  hearing  aid  user.  In  addition,  ques- 
tions may  arise  that  were  not  considered  at 
earlier  sessions,  and  misunderstandings 
about  information  provided  earlier  and  ex- 
pectations may  need  to  be  clarified.  Finally, 
other  concerns  about  communicative  strate- 
gies, remaining  difficulties,  and  use  of  other 
devices  may  need  to  be  explored.  Without 
adequate  counseling  and  follow-up,  a  well- 
selected  hearing  aid  can  be  used  improperly, 
inadequately,  or  not  at  all. 
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Department  of  Veterans  Affairs  VHA  DIRECTIVE  10-92-094 

Veterans  Health  Administration 

Washington,  DC  20420  September  14,  1992 

TO:        Regional    Directors;    Directors,    VA   Medical    Center   Activities,   Domiciliary, 
Outpatient  Clinics,  Regional  Offices  with  Outpatient  Climes  (00/126) 

SUBJ:     Criteria  for  Independent  Status  as  a  Hearing  Aid  Dispensing  Program 

1.  PURPOSE:  The  purpose  of  this  VHA  (Veterans  Health  Administration)  directive  is  to 
provide  minimum  criteria  which  ASPSs  (Audiology  and  Speech  Pathology  Services)  must 
meet  to  qualify  for  status  as  a  VAIHAP  (Department  of  Veterans  Affairs  Independent 
Hearing  Aid  Dispensing  Program).  This  directive  will  be  incorporated  into  M-2,  part 
XVm,  chapter  3. 

2.  BACKGROUND 

a.  There  has  been  a  large  increase  in  the  number  of  hearing  aids  issued  to  veterans  in 
the  last  10  years.  Currently  there  are  57  extended  ASPSs,  clinics  authorized  to  conduct 
transactions  with  the  VADDC  (VA  Denver  Distribution  Center)  for  stock  hearing  aid 
inventory  and  for  ordering  custom  ITE  (in-the-ear)  hearing  aids.  During  these  10  years, 
many  basic  ASPS  programs  became  satellites  to  the  extended  programs  in  an  effort  to 
provide  more  convenient  services  to  non-ambulatory  veterans.  The  extended  ASPSs 
maintain  a  limited  inventory  of  stock  aids  at  the  satellite  locations  to  minimize 
inventory  costs  and  to  exercise  some  administrative  controls  over  paperwork. 

b.  Several  factors  now  make  the  extended/satellite  clinic  concept  unnecessary: 

(1)  Increased  demand  for  hearing  aid  related  services  has  resulted  in  appointment 
backlogs  at  both  extended  and  satellite  clinics. 

(2)  Custom  ITE  aids  currently  account  for  over  80  percent  of  all  hearing  aids  issued. 
Stock  hearing  aid  inventories  no  longer  represent  the  cost  outlay  required  several  years 
ago. 

(3)  Decentralization  of  C  &  P  (Compensation  and  Pension)  examinations  leaves  only 
hearing  aids  as  a  major  audiology  service  not  provided  by  all  ASPSs  with  an  audiologist. 

(4)  The  ROES  (Remote  Order/Entry  System),  a  VA  DHCP  (Decentralized  Hospital 
Computer  Program)  software  program  for  electronic  ordering  of  hearing  aids  through 
the  VADOC,  is  being  implemented  in  ASPSs  during  FY  1992  with  the  assistance  of  IRMS 
(Information  Resources  Management  Services). 

3.  POUCY 

a.  It  is  VHA  policy  to  ensure  that  all  VA  ASPSs  providing  hearing  aid  services 
independently  do  so  in  a  timely  manner  and  according  to  VA  standards.  The  following 
criteria  are  minimtim  standards  for  establishing  and  maintaining  services  required  as  a 
VAIHAP: 
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(1)  Staff  support 

(a)  A  minimum  of  1.5  FTEE  (Full-time  Employee  Equivalent)  audiologists,  not 
counting  the  service  chief  if  an  audiologist.  If  the  service  chief  is  a  speech  pathologist, 
a  minimum  of  2.0  FTEE  audiologists  is  required. 

(b)  A  minimum  of  1.0  FTEE  secretary. 

(c)  A  minimum  of  0.5  FTEE  clerk  or  audiometric  (health)  technician  if  the  ASPS  is 
providing  HAEs  (hearing  aid  evaluations)  for  another  VA  medical  center  or  satellite 
clinic. 

(2)  Equipment 

(a)  All  instrumentation  and  materials  required  to  accomplish  the  standard  VA  test 
battery  used  for  Audiology  C  &  P  Examinations. 

(b)  A  sound-isolated  test  suite  with  two  rtrams.  The  room  for  examination  of  the 
patient  must  have  double  walls  and  be  of  sufficient  size  to  accomplish  sound-field 
measures. 

(c)  A  real  ear  probe  tube  measurement  system  for  fitting  hearing  aids. 

(d)  A  bearing  aid  test  box  for  electroacoustic  analysis  of  hearing  aids. 

(e)  Tools,  materials,  and  spare  parts  for  maintenance,  minor  repair,  and  adjustment  of 
hearing  aids  and  earmolds.  These  include  a  high  speed  bench  lathe  or  dental  drill  for 
grinding  and  buffing  custom  ITE  aids  and  earmolds. 
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(3)  Space 

(a)  The  Audiology  clinic  must  have  a  separate  room  of  at  least  120  square  feet  for 
electroacoustic  analysis  of  hearing  aids  and  a  large  workbench  for  equipment  used  for 
in-house  maintenance  and  adjustments. 

(b)  The  Audiology  clinic  must  have  a  separate  room  of  sufficient  size  to 
accommodate  a  group  of  patients,  family  members,  and  an  audiologist  for  the  puipose  of 
providing  auditory  rehabilitation. 

(c)  The  Audiology  clinic  must  have  the  space  to  house  the  inventory  of  stock  aids  and 
a  method  to  ensure  security  of  those  instruments.   A  locking  cabinet  is  satisfactory. 

(4)  ENT  (Ear,  Nose,  Throat)  services:  An  ENT  examination  is  not  required  prior  to 
providing  a  hearing  aid  evaluation.  Patients  with  otoscopic  or  audiologic  evidence  of  ear 
disease  must  be  referred  for  a  complete  otologic  evaluation.  Therefore,  ENT 
consultation  must  be  available.  Clinical  privileges  for  audiologists  in  the  removal  of 
cerumen  (with  immediate  access  to  the  proper  equipment  in  the  audiology  clinic  area)  is 
desirable. 

(5)  Audiologists  are  the  professionals  who  dispense  hearing  aids.  To  ensure  high 
quality  professional  services,  audiologists  are  expected  to  follow  VA  minimum  standards 
for  hearing  aid  evaluation  as  outlined  in  the  VA/Vanderbilt  Hearing  Aid  Report  U.  Of 
particular  importance  is  utilization  of  electroacoustic  systems  for  bearing  aid 
measurement  and  fitting;  making  hearing  aid  and  earmold  modifications  and  minor 
repairs  to  both  custom  ITE  and  behind-the-ear  hearing  aids;  and  utilization  of  real  ear 
probe  tube  systems  in  hearing  aid  selection  and  evaluation.  Training  through  continuing 
education  is  recommended  to  ensure  thorough  knowledge  and  skill  with  these  rapidly 
advancing  technologies. 

b.  Justification  for  a  VAIHAP:  Designation  of  additional  clinics  as  independent 
hearing  aid  dispensing  programs  may  have  a  negative  impact  on  workload  and  resources 
at  both  new  and  existing  independent  clinics.  In  order  to  avoid  this  undesirable  outcome, 
the  following  criteria  will  be  used  to  determine  the  need  for  additional  independent 
dispensing  programs. 

(1)  The  VA  Audiology  clinic  must  be  located  at  least  SO  miles  from  the  nearest 
existing  independent  dispensing  program.  Exceptions  to  this  rule  are  areas  where  there 
is  a  population  concentration  and/or  public  transportation  is  inadequate. 

(2)  The  workload  from  the  audiology  clinic '  s  catchment  area  is  sufficient  to  warrant 
independent  status.  If  the  proposed  VAIHAP  is  an  addition  to  the  current  number  of 
programs,  the  desired  results  of  its  implementation  should  be: 

(a)  Reduction  in  backlog  at  an  existing  VAIHAP; 

(b)  No  adverse  impact  on  the  workload  at  an  existing  program; 

(c)  No  backlog  created  at  the  new  independent  clinic. 

c.  An  ASPS  that  meets  the  criteria  for  a  VAIHAP  must  be  a  separate  service  in  a  VA 
medical  center  since  this  status  verifies  the  concept  of  independent  hearing  health  care 
professionals  in  an  independent  clinic. 

4.   ACTION 

a.  All  ASPSs,  including  extended  ASPSs,  must  apply  for  independent  status  as  a 
hearing  aid  dispensing  clinic  in  order  to  begin  or  continue  dispensing  hearing  aids.  The 
application  form  is  attached  to  this  directive. 

b.  A  letter  of  commitment  is  required  from  a  VA  medical  center's  Director 
indicating  the  station's  support  for  the  priority  of  hearing  health  care  and  timeliness  of 
bearing  aid  delivery  in  VHA  Directive  10-92-009,  the  requirements  for  minimum  space, 
staff,  eqtiipment,  and  ENT  support,  and  a  sufficient  operating  budget  for  supplies. 

c.  Applications  will  be  reviewed  by  a  committee  of  VA  audiologists  appointed  by  the 
Director,  ASPS  and  the  Coordinators,  VANHAP  (VA  National  Hearing  Aid  Program). 
This  committee  will  make  recommendations  to  the  Director  and  the  Coordinators 
regarding  a  clinic '  s  status. 

d.  If  the  committee  does  not  recommend  independent  status  for  an  additional  clinic, 
the  applying  clinic  may  continue  as  a  satellite  to  an  independent  program  until  such  time 
that  it  meets  the  established  criteria  in  this  directive.  A  plan  for  acquisition  of 
resources  necessary  to  achieve  independent  status  will  be  forwarded  to  the  Director, 
ASPS  and  the  Coordinators,  VANHAP. 

e.  Elxtended  ASPSs  that  do  not  meet  all  the  criteria  will  have  the  opportunity  to 
upgrade  the  quality  of  their  clinics  and  reapply  for  independent  status. 

f.  In  general,  the  workload  for  any  VAIHAP  will  come  from  the  catchment  area  of  its 
medical  center.  In  cases  where  there  are  unusual  geographic  or  population 
considerations,  the  division  of  workload  between  a  new  and  an  existing  VAIHAP  must  be 
mutually  satisfactory  to  both  programs. 


276 


g.  Sudden  increases  or  decreases  in  workloads  must  be  avoided.  A  plan  must  be 
developed  for  gradual  assumption  by  the  new  VAIHAP  of  workload  previously  directed  to 
an  existing  VAIHAP.   This  plan  must  be  mutually  satisfactory  to  both  programs. 

h.  Any  change  in  a  VAIHAP' s  ability  to  meet  the  criteria  for  independent  status  that 
continues  beyond  90  days  must  be  reported  to  the  Coordinators,  VANHAP. 

i.  A  quarterly  review  of  hearing  aid  budget  target  allocations  is  required  for  all 
VAIHAPs.  Any  deviation  exceeding  plus  or  minus  10  percent  of  the  budget  for  that 
quarter  must  be  reported  to  the  Coordinators,  VANHAP  along  with  an  explanation  of  the 
deviation  and  a  projection  for  the  next  quarter's  budget.  This  report  may  be 
transmitted  via  the  IDCU  network. 

j.  Send  the  completed  form  to  the  following  address: 

Coordinators 

VA  National  Hearing  Aid  Program  Audiology  &  Speech  Pathology  Service  (126) 

VA  Medical  Center 

50  living  Street  N.W. 

Washington,  DC  20422 

k.  The  form  will  be  forwarded  to  the  reviewing  committee  for  a  decision  regarding 
the  status  of  your  program.  You  will  be  notified  as  soon  as  possible. 

5.  REFERENCES 

a.  The  Vanderbilt  Hearing  Aid  Report  n.  Edited  by  Studebaker,  C,  Bess,  F.,  and 
Beck,  L.   in  cooperation  with  the  Department  of  Veterans  Affairs,  1991,  pp.  321-323. 

b.  VHA  Directive  10-92-009,  "Guidelines  for  Delivery  of  Hearing  Aids". 

6.  FOLLOW-UP  RESPONSIBILITY:   Director.  Audiology  and  Speech  Pathology  Service 
(117E). 

7.  RESCISSIONS:  None.  This  VHA  directive  will  expire  September  14,  1993. 


lAMES'W.  H^iSlNGZR.  f 
^ Chief  Medical  Director 


R.  fC,  M.D. 


Attachment 


DISTRIBUTION:  CO:      E-mailed  9/15/92 

FLD:    RD,  MA,  IX),  OC,  OCRO  and  200  -  FAX  9/15/92 

EX:      Boxes  104,  88.  63,  60,  54,  52,  47  and  44  -  FAX  9/15/92 

ATTACHMENT  A 

APPUCATION  FOR 
VA  INDEPENDENT  HEARING  AID  DISPENSING  PROGRAM 

Medical  Center  location:  Number: 

Contact  person: 

1.  Staffing  Information 

a.  Audiologlst(s) : 

b.  Secretary: 

c.  Clerical  staff: 

d.  Audiometric  tech: 

e.  Other: 

2.  Eqmpment  Infonnation 

a.  Number    of    sound-isolated    test    suites    with    double    walls    for    sound-field 
testing: 

b.  Instrumentation  and  materials  required  to  accomplish  the  standard  test  battery 
used  for  audiology  C  &  P  (Compensation  and  Pension)  examinations:  Yes No 

If  no,  list  the  equipment  and/or  materials  missing: 

c.  Real  ear  probe  tube  measurement  system:  Yes No 

If  yes,  list  make  and  model  of  sy5tem(s): 

d.  Hearing  aid  test  box:  Yes       No 

If  yes,  list  make  and  model  of  system(s): 


iTS 

Number : 

FrKK 

FT 

PT 

FTEE 

FT 

PT 

FTEE 

FT 

PT 

FTEE 

FT 

PT 

FTEE 

FT 

PT 
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e.    Tools  and  accessories  for  earmold  and  ITE  (in-the-ear)  modifications  and  minor 
repairs: 

(1)  Drill:  Dremel Dental 

(2)  Grinder/polisher 

(3)  Retubing  instrument 

(4)  Spare  parts  (e.g.,  battery  doors,  control  covers,  hooks,  etc.)  Yes No 

(5)  List  any  additional  items: 

f.   ADP  (Automated  Data  Processing)  equipment 

(1)  IRMS  (Information  Resources  Management  Services)  terminal(s)  or  ASPS 
(Audiology  and  Speech  pathology  Services)  PC(s)  (Personal  Computer)  with  access  to  the 

DHCP(Decentralized  Hospital  Computer  Program)  in  your  immediate  clinic  area:  Yes 

* ;  No 

(2)  DHCP  printer(s)  in  your  immediate  clinic  area:  Yes # No 

"Slave  printer  capable":   Yes # No 

3.  Program  Support 

a.  Your  medical  center  Director  supports  your  application  for  independent  status  as  a 
hearing  aid  dispensing  clinic.  In  doing  so,  they  support  the  priority  of  hearing  health 
care  and  timeliness  of  hearing  aid  delivery  in  Directive  10-92-009,  the  requirements  for 
minimum  staff  and  equipment,  and  a  sufficient  operating  budget.   Yes No 

b.  If  yes,  attach  a  letter  of  commitment  from  your  Director. 

4.  Space 

a.  Approximate  size  of  your  clinic sq.ft. 

b.  Number  of  rooms  other  than  test  booths 

c.  Is  there  a  room  of  at  least  120  sq.  ft.  to  accommodate  a  workbench  and  the 
equipment  required  for  hearing  aid  and  earmold  repair  or  modification?  Yes No 

d.  Is  there  a  room  of  sufficient  size  to  accommodate  a  group  of  patients  and  family 
for  auditory  rehabilitation?    Yes No 

e.  Is  the  required  space  available  to  store  and  secure  a  stock  hearing  aid  inventory? 
Yes No 

If  yes,  describe  the  security  of  this  space: 


5.   ENT  Services 

a.  Is  there  an  ENT  clinic  in  your  medical  center?   Yes No 

b.  Are  the  services  of  an  otolaryngologist  available  on  a  routine  basis?    Yes 
No 


List  days  and  times: 


c.   Are  the  staff  audiologists  privileged  in  non-impacted  cerumen  removal?  Yes 

No 

6.   Professional  Knowledge/Experience 

a.  Staff  audiologists  have  had  training  in  the  use  of  electroacoustic  systems  for 
hearing  aid  measurement  and  fitting?   Yes No 

b.  Staff  audiologists  have  had  training  in  making  hearing  aid  and  earmold 
modifications  and  minor  repairs  to  both  custom  ITE  and  behind-the-ear  hearing  aids. 
Yes No 

c.  Staff  audiologists  have  had  experience  with  real  ear  probe  tube  systems  in  hearing 
aid  selection  and  evaluation.    Yes No 

If  yes,  list  the  audiologists  and  the  number  of  years  of  experience  in  this  area: 


If  yes,  provide  documentation  of  academic  course  work,  continuing  education,  supervised 
practica,  etc. 
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7.    lustification  for  status  as  a  VA  (Department  of  Veterans  Affairs)  MAP  (Independent 
Hearing  Aid  Dispensing  Program) 

a.  The  nearest  existing  VAIHAP  is miles  away. 

b.  During  the  past  12  months,  what  is  the  average  number  of  hearing  aid  evaluations 
done  from  your  catchment  area  per  month 

c.  If   your   clinic    does   hearing    aid    evaluations    for   patients    from    other    VAMC 
catchment  areas,  list  the  average  number  done  per  month  for  each. 

VAMC  Average  number  HAEs 

VAMC  Average  number  HAEs 

VAMC  Average  number  HAEs 


d.    Rate  the  availability  and  ease  of  use  of  public  transportation  from  your  catchment 
area  to  your  medical  center: 

Excellent Good Fair Poor 

8.    Other:    Note  any  other  information  which  you  believe  is  important  regarding  your 
clinic's  capability  of  performing  as  a  VAIHAP: 

CIRCULAR  10-89-  103 

September  25,  1989 
Department  of  Veterans  Affairs 
Veterans  Health  Services  and 

Research  Administration 
Washington,  DC  20420 

TO:   Regional  Directors;  Medical  District  Directors; 
Directors,  VA  Medical  Center  Activities, 
Domiciliary,  Outpatient  Clinics,  and  Regional 
Offices  with  Outpatient  Clinics 

SUBJ:  Standard  Procedures  for  Audiology  CiP  (Compensation 
and  Pension)  Examinations 

1.  PURPOSE:  The  purpose  of  this  VHSSRA  (Veterans  Health 
Services  and  Research  Administration)  Circular  is  to 
establish  policy  on  equipment,  test  materials,  and  standard 
procedures  required  for  Audiology  C&P  examinations.   This 
circular  is  a  new  issue  and  will  be  incorporated  into  M-2, 
part  5CVIII,  chapter  3.  ' 

2.  POLICY: 

a.  Disability  awards  are  contingent  upon  the  results  of 
CSP  examinations  for  hearing  loss  )cnown  as  ASE  (Assessment 
of  Social  Efficiency) .   Therefore,  it  is  the  responsibility 
of  the  audiologist  to  obtain  accurate  measures  of  the 
current  organic  impairment.   Identification  and,  more 
importantly,  resolution  of  non-organic  hearing  loss  are 
required.  The  medical-legal  importance  of  obtaining  reliable 
and  valid  test  results  cannot  be  overemphasized  since  the 
financial  impact  on  the  government  could  be  significant  over 
a  period  of  time. 

b.  To  ensure  that  Audiology  C&P  examinations  are 
conducted  uniformly  by  audiologists  at  all  VA  medical 
centers  and  outpatient  clinics,  and  by  non-VA,  fee-basis 
audiologists,  standards  of  practice  regarding  equipment, 
test  materials,  and  procedures  are  specified  in  this 
circular. 

3.  ACTION : 

a.      General   Requirements 

(1)    The   audiological   C&P   examination   shall    include 
the   following:     (a)    air-conduction   and  bone-conduction 
thresholds,     (b)    SRT    (speech-recognition   thresholds) ,     (c) 
word-recognition  performance,    and    (d)    acoustic   immittance 
testing.      One   set   of   results   for   each   of  these   tests   should 
be   reported   on  VA   Form   10-2364, ("Audiological   Evaluation"). 


THIS  CIRCULAR  WILL  EXPIRE  SEPTEMBER  25,    1990, 
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(2)  VA  Form  10-2464,  ("Summary  Report  of  Examination  for 
Organic  Hearing  Loss") ,  should  be  completed  by  the 
responsible  Chief,  Audiology  and  Speech  Pathology  Service 
(ASPS) ,  or  a  designated  audiologist  and  forwarded  with  VA 
Form  10-2364  to  the  referring  CSP  (Medical  Benefits)  office 
for  transmittal  to  the  appropriate  VA  Regional  Office 
Adjudication  Service.   The  following  standardized  procedures 
and  testing  methods  are  required  to  ensure  the  accuracy  of 
test  results  for  rating  purposes.   These  standard  procedures 
are  minimal  requirements  and  do  not  prevent  the  audiologist 
from  utilizing  additional  methods  to  verify  that  valid 
results  have  been  obtained. 

b.  Equipment  and  Test  Materials 

(1)  Calibration 

(a)  Daily.   A  detailed  list-^ning  check  should  be 
performed  daily  and  a  log  maintained.   The  listening  check 
must  include  a  check  of  the  pure-tone  circuit  via  earphones 
and  the  bone  vibrator  and  a  check  of  the  speech  circuit  via 
earphones. 

(b)  Semi-annual.   An  electroacoustic  calibration 
of  all  audiometers  and  acoustic- immittance  devices  must 
include  i  accuracy  of  output  levels,  frequency,  and 
rise/decay  times  of  pure  tones;  Z   attenuator  linearity;  3 
checks  of  harmonic  distortion,  signal-to-noise-ratio,  and 
shock  hazard;  and  4.  other  measures  in  accordance  with  the 
American  National  Standard  Institute  Specification  for 
Audiometers  (ANSI  S3. 6-1969,  R1973)  and  Specifications  for 
Instruments  to  Measure  Aural  Acoustic  Impedance  and 
Admittance  (Aural  Acoustic  Immittance)  (ANSI  S3. 39-1987). 
Calibration  records  must  be  maintained. 

(2)  Test  Materials.   The  materials  used  for  speech- 
recognition  thresholds  (spondaic  words)  and  for  word- 
recognition  performance  (Maryland  CNC  Test,  Lists  1,  3,  6, 
7,  9,  and  10)  must  be  VA-approved  recordings.   Speech 
materials  recorded  on  audio  tape  (cassette  or  reel-to-reel) 
must  be  replaced  every  6  months,  whereas  speech  materials 
recorded  on  compact  disc  need  only  be  replaced  when  damaged. 

c.  Otologic  Evaluation.  Patients  with  no  evidence  of 
middle-ear  disease  may  have  an  otoscopic  examination  by  a 
staff  audiologist  or  physician  to  determine  that  the  ear 
canal  is  patent  and  free  of  debris  and  that  the  eardrum  xs 
intact.   The  results  of  this  examination  should  be  reported 
on  a  Standard  Form  513  (medical  consultation) .   Patients 
with  otoscopic  or  audiologic  evidence  of  external  or  middle- 
ear  disease  must  have  an  otologic  evaluation  performed  by  a 
staff  or  resident  otolaryngologist  (see  Section  3.11  of  the 
"Physicians  Guide  for  Disability  Evaluation  Examinations," 
March,  1985) . 

d.  Test  Procedures 

In  no  instance  should  stimuli  be  presented  above  105- 
dB  HL  for  pure-tone  tests  and  above  100-dB  HL  for  speech 
tests.   Appropriate  masking  levels  should  be  used  for  all 
threshold  and  supra-threshold  testing;  effective  masking 
levels  must  be  reported. 

(1)  Case  History.   A  VA  Form  10-1162  (case  history) 
should  be  conducted  prior  to  the  audiologic  evaluation.   For 
veterans  claiming  service  connection  for  tinnitus  on  VA  Form 
10-2507,  the  following  information  must  be  obtained  and 
recorded  under  the  "comments"  section  on  VA  Form  10-23  64  and 
under  remarks  on  VA  Form  10-2464: 

(a)  The  date  and  circumstance  (e.g.,  head  injury, 
acoustic  traiima)  describing  the  onset  of  tinnitus. 

(b)  Unilateral  versus  bilateral  and  constant 
versus  periodic.   If  the  tinnitus  is  periodic,  then  include 
the  frequency  of  occurrence. 

(c)  The  severity  and  effect  of  the  tinnitus  on 
daily  living. 
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(d)  The  veteran's  subjective  evaluation  of  the 
loudness  and  pitch  of  the  tinnitus. 

(2)  Otoscopic  Examination.   Even  if  this  examination 
has  been  performed  by  a  physican,  an  otoscopic  examination 
must  also  be  performed  by  the  audiologist  to  check  for 
occlusion  of  the  ear  canal,  infection,  and  the  possibility 
of  ear-canal  collapse  prior  to  the  audiological  evaluation. 

(3)  SRT  (Speech-Recognition  Threshold) . 

(a)  The  SRT  is  the  first  test  administered  in  a 
CSP  examination.   A  VA  approved  recording  of  the  36  CID 
spondaic  words  or  carefully  monitored  live  voice  is  used  to 
establish  the  SRT  using  an  ascending  technique. 
Familiarization  with  the  spondaic  words  is  accomplished  by 
having  the  patient  read  aloud  the  list  of  3  6  words. 
Patients  unable  to  read  are  familiarized  by  repeating  the  36 
spondaic  words  presented  by  the  audiologist  face-to-face. 
Patients  are  encouraged  to  guess  at  the  words  as  soon  as 
they  are  cible  to  detect  any  part. 

(b)  The  starting  level  for  the  test  procedure  is 
esteiblished  by  presenting  one  spondaic  word  at  0-dB  HL  and 
increasing  the  level  in  10-dB  increments  until  the  patient 
correctly  repeats  one  word.   The  level  is  decreased  10  dB 
and  spondaic  words  are  presented  in  an  ascending  manner  at 
each  2-dB  or  5-dB  increment.   The  SRT  is  the  lowest  level  at 
which  50  percent  of  the  stimulus  words  presented  are 
repeated  correctly.   Fifty  percent  means  that  a  minimum  of 
four  out  of  eight  words  taken  from  a  randomized  list  of  the 
36  standardized  CID  spondaic  words  VA  Form  10-7140, 
("Spondee  Lists")  have  been  correctly  recognized.   It  is 
essential  that  the  sample  of  stimulus  words  not  be 
restricted  in  such  a  way  that  a  biased  score  is  obtained 
because  only  very  easy  or  very  hard  stimulus  words  are  pre- 
selected and  presented  as  test  items. 

(c)  If  the  patient  does  not  respond  at  the 
maximum  level  of  100-dB  HL,  100+  should  be  recorded  on  Form 
10-2364. 

(4)  Pure-tone  Thresholds. 

(a)  Pure-tone,  air-conduction  thresholds  are 
obtained  at  250,  500,  1000,  2000,  3000,  4000,  and  8000Hz. 
If  there  is  a  >20-dB  difference  in  thresholds  between  1000 
and  2000  Hz  or  between  4000  and  8000Hz,  then  thresholds  must 
be  obtained  at  1500  or  6000Hz,  respectively.   Pure-tone, 
bone-conduction  thresholds  are  obtained  at  2  50,  500,  1000, 
2000,  3000,  and  4000Hz.   Bone-conduction  thresholds  need  not 
be  obtained  at  frequencies  where  the  pure-tone,  air- 
conduction  thresholds  are  15  dB  or  better.   Appropriate 
masking  levels  to  establish  air-conduction  thresholds  should 
be  used  whenever  there  is  a  >40-dB  difference  between  air- 
conduction  thresholds  in  the  test  ear  and  bone-conduction 
thresholds  of  the  non-test  ear  and  to  establish  bone- 
conduction  thresholds  whenever  there  is  a  >  15-dB  difference 
between  air-  and  bone-conduction  thresholds  in  the  test  ear. 

(b)  The  maximum  contralateral  masking  level  used 
to  verify  threshold  should  be  recorded  on  VA  Form  10-2364. 
If  an  appropriate  masking  level  cannot  be  used  because  of 
either  equipment  limits  or  overmasking  in  the  non-test  ear, 
then  the  maximum  masking  level  is  recorded  with  a  "+"  after 
the  mjaber  (e.g.,  90+).   This  indicates   that  the  pure-tone 
threshold  repoirted  was  obtained  at  the  recorded  masking 
level  and  that  the  pure-tone  threshold  might  be  different  if 
more  masking  could  have  been  used. 

(c)  A  modified  Hughson-Westlake  procedure 
(Carhart  &  Jerger,  1959;  ASHA,  1978)  should  be  used  to 
establish  air-  and  bone-conduction  thresholds.   However, 
familiarization  with  the  test  tone  should  be  avoided  to 
minimize  the  possibility  of  eliciting  suprathreshold 
responses.  An  ascending  threshold  search  is  begun  using 
pulsed  tones  starting  from  an  inaudible  level  with  each 
subsequent  presentation  level  increased  in  10-dB  steps  until 
a  response  is  obtained.   The  tone  is  decreased  by  10  dB  and 
then  increased  in  5-dB  steps  until  a  response  occurs.   The 
tone  is  again  decreased  by  10  dB  to  begin  another  ascending 
threshold  search.   Threshold  is  defined  as  the  lowest  level 
at  which  responses  occur  in  at  least  half  of  the  ascending 
trials  with  a  minimum  of  three  responses  required  at  a  given 
level. 
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(d)  Failure  to  respond  should  be  indicated  with  a 
"+"  after  the  maximum  allowable  limit  (i.e.,  105+) . 

(e)  The  two-frequency  average  is  always  based  on 
the  two  better  thresholds  at  the  frequencies  500,  1000,  and 
2000  Hz.   The  three-frequency  average  is  based  on  the 
frequencies  500,  1000,  and  2000  Hz.   The  four- frequency 
average  is  based  on  the  frequencies  1000,  2000,  3000,  and 
4000  Hz. 

(f)  "Hearing  within  normal  limits"  for 
adjudication  purposes  is  defined  as  follows: 

All  thresholds  for  the  frequencies  500,  1000,  2000, 
3000,  and  4000  Hz  must  be  less  than  40  dBHL;  the 
thresholds  for  three  of  these  frequencies  must  be  25 
dBHL  or  less;  and  maximum  speech  recognition  scores 
must  be  94  percent  or  better. 

In  order  to  standardize  terminology  describing  severity  of 
loss  for  puretone  air-conduction  stimuli,  the  following 
categories  will  be  used: 

HTL  in  dB        Descriptive  Terms 

-10-25  Normal  Limits 

26-40  Mild  Hearing  Loss 

41-55  Moderate  Hearing  Loss 

56-70  Moderately  Severe  Hearing  Loss 

71-90  Severe  Hearing  Loss 

91+  Profound  Hearing  Loss 

(5)  Word-Recognition  Performance. 

(a)  A  VA  approved  recording  of  the  Maryland  CNC 
word-recognition  materials  (Causey  et  al.  1983,  1984)  is 
used  to  measure  maximum  word-recognition  performemce  on  a 
50-word  list.   Live  voice  presentation  is  not  acceptable. 

(b)  Normal  word-recognition  performance  is  94 
percent  or  better.   If  the  score  is  poorer  than  94  percent, 
then  a  modified  psychometric  function  is  generated  using  the 
initial  presentation  level  (e.g.,  40-dB  SL;  comfort  level) 
as  the  starting  point.   Presentation  of  25  words  at  6  dB 
above  and  below  the  initial  level  with  less  than  6  percent 
score  improvement  indicates  the  initial  level  yielded 
maximum  word-recognition  performance.   However,  if 

>6  percent  improvement  is  found  at  the  first  6-dB  increment, 
then  there  must  be  further  exploration  with  another  25  words 
at  an  added  6-dB  increment.   (For  example,  initial 
presentation  level  of  50-dB  HL  =  80  percent;  at  56-dB  HL  = 
88  percent;  at  62-dB  HL  =  84  percent.)   The  estimate  of 
maximum  word-recognition  performance  then  is  obtained  from  a 
50-word  list  presented  at  the  level  from  the  modified 
psychometric  function  yielding  the  highest  percer :   correct. 

(c)  Contralateral  masking  must  be  used  whenever 
there  is  a  >4  0-dB  difference  between  presentation  level  in 
the  test  ear  and  bone-conduction  thresholds  at  500,  1000, 
2000  Hz  in  the  non-test  ear.   The  masking  level  required  in 
these  instances  is  presentation  level  minus 

40  dB  (average  interaural  attenuation  level)  plus  the 
largest  air-bone  gap  at  500,  1000,  2000  Hz  in  the  non-test 
ear. 

(d)  "Roll-over"  of  the  psychometric  function  for 
word  recognition  should  be  derived  from  50  words  presented 
at  90-dB  HL  with  appropriate  contralateral  masking.   Roll- 
over is  indicated  as  HNL  or  ABM  in  the  upper  PI/PB  box  on  VA 
Form  10-2364.   A  >0.25  roll-over  ratio  (calculated  as 
maximum  performance  minus  minimum  performance  divided  by  the 
maximum  performance)  is  eibnormal  and  should  be  recorded  in 
the  lower  PI/PB  box  on  VA  Form  10-2364  (Bess,  Josey,  and 
Humes,  1979) . 

(6)  Acoustic  Immittance  Measures. 

(a)  A  220-Hz  probe  tone  should  be  used  to  record 
a  tympanogram  from  each  ear  between  +200  and  -200  daPa  or 
mmH  O.   The  following  three  values  should  be  extracted  from 
the  tympanograms  and  recorded  on  VA  Form  10-2364: 
i  estimate  of  ear-canal  volume  (PVT)  (in  cm  )  at  +200  daPa 
or  mmH  0;  2.  estimate  of  the  resting  middle-ear  pressure  (in 
daPa  or  mmH  O)  from  tympanometric  peak;  and  2  a  compliance 
measurement  which  is  calculated  by  subtracting  the  volume 
estimate  from  the  tympanometric  peak  value. 
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(b)  The  acoustic-reflex  threshold  and  adaptation 
measures  should  be  made  with  the  ear-canal  pressure  adjusted 
to  the  peak  of  the  tympanogram.   The  maximum  level  of  the 
reflex-activator  signal  should  not  exceed  105-dB  HL. 
Contralateral  reflex  thresholds  should  be  obtained  at  500, 
1000,  2000,  and  4000  Hz;  reflex  adaptation  should  be 
measured  10  dB  above  the  contralateral  reflex  thresholds  for 
a  10-s  activator  signal  at  500  and  lOOOHz.   Reflex 
adaptation  is  classified  as  normal  (WNL)  if  the  response 
magnitude  is  maintained  or  as  abnormal  (ABN)  if  the  response 
magnitude  decreases  to  one  half  of  maximum  within  5  s 
(Anderson,  Barr,  &  Hedenberg,  1969) .   Ipsilateral  acoustic- 
reflex  thresholds  should  be  obtained  at  500,  1000,  and  2000 
Hz. 

(c)  Absent  acoustic  reflexes  are  indicated  with  a 
"+"  after  the  maximum  allowable  limit  (i.e.,  105+)  or  after 
the  maximum  output  of  the  measurement  device  (e.g.,  90-t-)  . 

(7)  Non-Orgemlc  Testing. 

(a)  A  Stenger  or  Modified  Stenger  Test  must  be 
administered  whenever  pure-tone,  air-conduction  thresholds 
at  500,  1000,  2000,  3000,  and  4000  Hz  or  the  SRTs  differ  by 
20  dB  or  more  between  the  two  ears.   If  the  Stenger  is 
positive,  then  the  Stenger  interference  levels  (SIL)  should 
be  Indicated  on  the  VA  Form  10-2364. 

(b)  When  behavioral  thresholds  are  unreliable  or 
the  Stenger  Test  is  inappropriate,  auditory  evoked 
potentials  may  be  used  to  estimate  thresholds.   These 
thresholds  should  be  indicated  as  ABR  (auditory  brainstem 
response) ,  MLR  or  40  Hz  MLR  (middle  latency  response) ,  and 
LLAEP  (long  latency  auditory  evoked  potential) . 

(c)  It  is  not  sufficient  merely  to  detect  the 
existence  of  non-organicity;  repeated  attempts  must  be  made 
to  determine  true  organic  thresholds.   The  results  of 
special  procedures,  unwillingness  to  respond  or  cooperate, 
inter-test  inconsistencies,  etc. ,  should  be  documented  on 
the  VA  Form  10-2364  under  "comments". 

4.  REFERENCES : 

American  National  Standard  Institute.  (1969) . 

Specifications  for  audiometers,  ANSI  S3.6-1969.  R1973. 

American  National  Standard  Institute.  (1987) . 

Specifications  for  instruments  to  measure  aural 
acoustic  impedance  and  admittance  (aural  acoustic 
immittance) ,  ANSI  S3.39-1987. 

American  Speech-Language-Hearing  Association.  (1978) . 

Guidelines  for  manual  pure-tone  threshold  audiometry. 
ASHA.  20,  297-301. 

Anderson,  H. ,  Barr,  B.  &  Wedenberg,  E.  (1969).   I  itra-aural 
reflc..^:i  in  retrocohlear  lesions.   In  C.A.  Hamberger  & 
J.  Wersall  (eds.).  Nobel  Symposium  10.  Disorders  of  the 
Skull  Base  Region  (pp. 48-54).   Stockholm:  Almqvist  & 
Wikell. 

Bess,  F.,  Josey,  A.,  &  Humes,  L.  (1979).   Performance 
intensity  function  in  cochlear  and  eighth  nerve 
disorders.  American  Journal  of  Otolarvngoloav .  1, 
27-31. 

Carhart,  R.  &  Jerger,  J.  (1959).   Preferred  method  for 

clinical  determination  of  pure-tone  thresholds.  Journal 
of  Speech  and  Hearing  Disorders .  24,  330-345. 

Causey,  G.,  Hermanson,  C. ,  Hood,  L. ,  &  Bowling,  L.  (1983). 
A  comparative  evaluation  of  the  Maryland  NU  6  Auditory 
Test.  J9mmal  Si   Speech  aM  Hearing  Disorders.  18, 
62-69. 

Causay,  G. ,  Hood,  L. ,  Hermanson,;  C. ,  «  Bowling,  L.  (1984). 
__  The  Maryland  CNC  Test:  Normative  Studies.   Audioloov. 
2i, 552-568. 

5.  RESCISSIONS;  This  VHS&RA  ClrctUar  will  expire 

September  25,  1990. 
«•  FOLIOW-nP  RESPQNSTHTT.TTV!»nli-«^»i-,  Audiologv  and  Speech 
Pathology  (126) . 


%L,^ 


[llOm  A.   GkCMfKLL.   M.D. 
1/  Chief  Medl/sA   Director 


283 


American  Academy  of  Al/d/ology 

1735  Nond  Lvrm  Stnw,  Suite  950.  Arfingion,  VA  22209-2022 


HEARING  AID  DISPENSING  PRACTICES: 
THE  ROLE  OF  AUDIOLOGY 


WRITTEN  TESTIMONY 

OF  THE 

AMERICAN  ACADEMY  OF  AUDIOLOGY 


D«rrRODUcnoN 

The  following  has  been  prq>ared  by  the  American  Academy  of  Audiology  to 
supplement  the  testimony  presented  to  the  Senate  Committee  on  Aging,  in  an  effort  to  more 
fiiUy  inform  the  Congress  regarding  the  current  system  for  delivery  of  hearing  aids,  including 
the  role  of  the  audiologist,  provide  further  recommendations  to  improve  that  system  and 
protect  the  consumer,  and  to  place  basic  hearing  care  and  hearing  aids  in  the  broader  context 
of  health  care  reform. 

The  American  Academy  of  Audiology  (AAA)  represents  5000  audiologic  practitioners 
in  the  United  States.    Founded  in  1988,  the  AAA  is  dedicated  to  the  continued  improvement 
of  hearing  care  services  and  programs  offered  to  the  American  public.   One  of  the  guiding 
principles  of  the  AAA  is  'to  improve  service  to  the  hearing  impaired  by  advancing  the 
highest  professional  standards  for  diagnosis,  habilitation,  rehabilitation,  and  research  in 
hearing  and  it's  disorders.*    These  principles  apply  specifically,  and  most  importantly,  to 
aged  individuals  because  they  compromise  more  than  half  of  the  hearing  impaired  population 
in  the  United  States  and  their  numbers  are  increasing  dramatically.   The  AAA  is  committed 
to  fostering  excellence  in  hearing  care  for  senior  citizens  (Appendix  A:   Task  Force  on 
Hearing  Impairment  in  Aged  People,  American  Academy  of  Audiology)'.     Members  of  the 
AAA  subscribe  to  a  Code  of  Ethics  which  requires  honesty,  compassion  and  competence  in 
the  delivery  of  hearing  care  services  (Appendix  B:  Code  of  Ethics,  American  Academy  of 
Audiology)'. 
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AUDIOLOGISTS  -  PROVIDERS  OF  HEARING  CARE 

Currently,  there  are  about  1 1,000  audiologists  in  the  United  States.   Audiologic 
training  generally  consists  of  completion  of  a  prescribed  program  of  study,  including  both 
didactic  coursework  and  practical  experience,  culminating  in  a  graduate  or  professional 
degree  from  an  accredited  University.   A  sample  curriculum,  from  an  accredited  training 
program,  can  be  found  in  Appendix  C  (Curriculum  leading  to  a  Master's  Degree  in 
Audiology,  University  of  Louisville).  Coursework  includes  anatomy,  physiology  and 
pathology  of  the  auditory  system,  differentiation  of  disease  processes  of  the  ear,  basic  and 
advanced  assessment  techniques  of  hearing  evaluation  including  the  electrophysiologic 
evaluation  of  the  auditory  system,  techniques  in  the  assessment  of  the  vestibular  (balance) 
system,  evaluation  and  fitting  of  hearing  aids  or  other  assistive  listening  devices,  special 
techniques  to  evaluate  the  pediatric  population,  methods  of  hearing  conservation  including 
those  mandated  by  the  government,  acoustics  and  speech  perception,  normal  and  abnormal 
speech  and  language  development,  and  intervention  and  rehabilitation  programs  for  the  deaf 
and  hearing  impaired.     Practical  experience  with  children  and  adults,  in  a  variety  of  settings, 
is  required  prior  to  graduation. 

Audiology  graduate  students  receive  extensive  training  and  coursework  in  etiology, 
clinical  and  audiological  manifestations,  as  well  as  progression  of  diseases  of  the  ear, 
including  (but  not  limited  to)  presbycusis  (age-related  hearing  loss),  ototoxicity,  otosclerosis, 
Paget's  disease,  vestibular  schwannoma,  Meniere's  Disease,  and  otologic  autoimmune 
disorders.    Audiologists  are  trained  to  interpret  audiological,  electrophysiological  and 
vestibular  tests  is  performed  in  light  of  differential  diagnosis  (re:  site  of  lesion)  on  referral 
from  and  to  the  medical  profession.   This  is  routine  in  the  training  and  practice  of  audiology 
today. 

Audiologist  have  course  study  and  clinical  instruction  in  the  audiological 
manifestations  of  systemic  and  neurological  disorders.    Neurologists   will  agree  that 
audiological  and  electrophysiological  evaluations  perfomted  by  audiologists  are  critical  to  the 
work-up  for  patients  with  neuromuscular  disorders,  multiple  sclerosis  and  other 
demyelinating  diseases,  many  of  whom  do  not  present  with  complaints  of  hearing  loss.   The 
utilization  of  audiological  procedures  for  assessment  of  non-otologic  disorders  (e.g.  acoustic 
reflex  for  facial  nerve  paralysis)  are  also  included  in  the  coursework  and  training  of  an 
audiologist.      Audiologists  are  trained  to  perform  otoscopic  examinations,  as  part  of  the 
comprehensive  audiological  assessment.    All  audiologists  own  or  have  access  to  an  otoscope. 
Many  audiology  clinics  have  a  video-otoscope,  a  device  that  allows  both  documentation  and 
patient  education.   Graduate  training  in  audiology  includes  instruction  and  coursework  on  the 
identification  of  the  eardrum,  other  otologic  landmarks,  and  otoscopic  abnormalities. 
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Otoscopy  coupled  with  the  routine  use  of  immittance  testing  (middle  ear  function)  assures 

that  pathologies  of  the  external  or  middle  ear  will  not  be  overlooked  by  the  audiologist. 

When  evidence  of  middle  ear  pathology  is  present,  the  audiologist  is  required  by  professional 

ethics,  as  well  as  by  state  regulation,  lo  make  a  medical  referral.    As  evidenced  by  the  dearth 
of  negligence  cases  associated  with  audiologists,  these  conditions  are  rarely  missed. 

To  become  a  licensed  or  certified  practitioner  generally  requires  the  passing  of  a 
national  examination  and  the  completion  of  one  year  of  supervised  experience  following 
graduation.    Currently,  programs  of  study  in  Audiology  are  being  revised  to  reflect  a  greater 
commitment  to  the  education  and  training  of  audiologists.    In  the  future,  the  master's  degree 
(2  year  post-bachelor's  degree)  will  be  eliminated  and  a  doctoral  degree  (4  year  post- 
bachelor's  degree)  will  be  required  for  entry  into  audiologic  practice.  (Appendix  D: 
Improving  Educational  Standards  for  Audiology)*^. 

ROLE  AND  SCOPE  OF  AUDIOLOGIC  PRACTICE 

In  addition  to  the  evaluation  and  dispensing  of  hearing  aids,  the  services  and  programs 
provided  by  audiologists  include  the  general  assessment  of  hearing,  determination  of  hearing 
levels  in  the  newborn  and  infant,  screening  and  hearing  assessment  in  both  public  and  private 
schools,  determination  of  the  cause  and  location  of  hearing  loss,  evaluation  and  fitting  of 
other  assistive  listening  devices,  assessment  of  balance  and  vestibular  disorders,  monitoring 
of  the  auditory  system  during  surgical  procedures,  management  of  hearing  conservation 
programs  in  industry  and  the  military,  and  development  and  implementation  of  rehabilitative 
programs  for  the  deaf  and  hearing  impaired  (Appendix  E:  Scope  of  Practice,  American 
Academy  of  Audiology)*. 

Audiologists  provide  clinical  and  academic  training  to  students  in  audiology. 

Audiologists  teach  medical  students,  residents  and  physicians  about  the  assessment  of  hearing 
and  non-medical  and  non-surgical  treatment  of  hearing  loss,  including  hearing  aids.   They 

also  provide  information  and  training  on  all  aspects  of  hearing  and  vestibular  function  and 

communicative  disorders  and  rehabilitation  to  other  professionals  including  psychology, 

counseling,  rehabilitation  and  education.   Audiologists  also  provide  information  and  services 

to  business  and  industry. 

Audiologic  practice  settings  include  private  and  government  (Veteran's 

Administration)  hospitals,  physician  practices,  the  military,  public  and  private  schools,  and 

independent  private  practice.   Audiologists  are  licensed  in  43  states  (pending  in  others)  as 

independent  providers  of  hearing  care  services. 


74-593  0-94-10 
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MANDATES  FOR  AUDIOLOGIC  SERVICES 

Further  evidence  for  the  expertise  of  audiologists  as  hearing  care  providers  stems  not 
only  from  the  opinions  of  the  organization  and  membership  of  the  American  Academy  of 
Audiology,  but  is  mandated  by  programs  and  laws  of  the  federal  government,  including  the 
U.S.  Public  Health  Service  and  the  National  Institutes  of  Health,  the  Department  of  Labor 
and  the  Occupational  Safety  and  Health  Administration,  and  Public  Laws  92-142  and  99-457. 
For  example,  realistic  targets  for  creating  a  healthier  society  have  been  proposed  in  the 
report  Healthy  People  2000.  issued  by  the  U.S.  Public  Health  Service'.   The  objectives  of 
this  report  include  reduction  of  the  proportion  of  workers  exposed  to  excessive  daily  noise 
levels  (section  10.7),  reduction  of  significant  hearing  impairment  (Section  17.6),  an  increase 
in  the  proportion  of  primary  providers  who  refer  children  and  older  adults  for  screening 
and/or  assessment  of  hearing  loss  (Section  17. 15),  reduction  in  the  average  age  of 
identification  of  hearing  loss  to  less  than  12  months  (Section  17.16),  and  reduction  of  the 
number  of  days  of  school  absenteeism  due  to  middle  ear  infections  (Section  20.9).  The 
audiologist  has  already  assumed  the  primary  responsibility  to  meet  some  of  these  goals,  for 
example  the  provision  of  school  hearing  services.   The  National  Institute  on  Deafness  and 
Other  Communicative  Disorders  recently  proposed  that  all  children  bom  in  the  United  States 
be  screened  for  hearing  loss'.    Again,  the  responsibility  for  the  implementation  of  these 
programs  falls  to  the  Audiology  profession.   The  1983  Hearing  Conservation  Amendment  to 
the  Noise  Control  Act  (29  CFR  1910.95),  mandates  hearing  conservation  programs,  under 
the  direction  of  audiologists  or  appropriately  trained  physicians,  to  persons  exposed  to 
excessive  levels  of  noise  in  the  workplace'.   The  U.S.  military  las  adopted  the  Hearing 
Conservation  Amendment  guidelines  to  protect  the  hearing  of  servicemen  and  women,  and 
are  implemented  under  the  direction  of  military  audiologists.   Public  Laws  99-457  and  94- 
142  both  address  the  educational  needs  of  the  handicapped,  including  the  hearing  impaired 
and  deaf,  and  include  provisions  for  audiological  services'"'". 

The  Joint  Committee  on  Infant  Hearing,  represented  by  members  of  the  American 
Academy  of  Audiology,  the  American  Academy  of  Pediatrics,  the  American  Academy  of 
Otolaryngology,  and  the  American  Speech  and  Hearing  Association,  issued  a  policy 
statement  specifying  the  need  for  hearing  testing  in  newborns  and  infants  at  risk  for  hearing 
loss,  and  that  the  screening  be  conducted  under  the  supervision  of  an  audiologist".  The 
Academy  of  Pediatrics  recommends  referral  for  audiometry  for  children  with  a  history  of  ear 
infections".  The  American  Academy  of  Audiology  recommends  an  aggressive  posture  for 
the  identification  and  remediation  of  hearing  loss  in  the  aged  population  particularly  with  the 
expected  significant  increase  in  this  population  over  the  next  decade'. 

Screening  and  evaluation  of  hearing  in  the  newborn,  hearing  conservation  programs  in 
industry  and  the  military,  screening  children  and  infants  for  middle  ear  disease,  or 
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management  of  rehabilitation  programs  for  the  hearing  impaired  child  or  adult  have 
unequivocally  been  assumed  by  the  audiology  profession.   Few  physicians  (primary  care  or 
otolaryngologists)  are  actively  involved  in  these  programs.    Non-audiologist  hearing  aid 
dispensers  by  defmition  cannot  and  do  not  include  these  activities  as  part  of  their  business. 

DELIVERY  OF  HEARING  AIDS  AND  RELATED  SERVICES 

Among  the  recommendations  presented  to  the  Senate  Committee  on  Aging  was  the 

need  to  develop  uniform  standards  and  procedures  for  the  dispensing  of  hearing  aids.   The 

initial  step  in  this  process  is  the  hearing  evaluation.   The  evaluation  of  hearing  should  be 

considered  as  seriously  as  any  other  evaluation  used  to  determine  physical  function  and/or 

status.    Although  eventually  the  information  from  a  hearing  evaluation  may  be  used  to 

determine  the  appropriate  hearing  aid,  the  initial  use  is  to  determine  the  extent  and  type  of 

hearing  loss,  and  whether  further  evaluation,  including  referral  to  a  physician,  is  indicated. 

As  such,  the  hearing  evaluation  should  focus  initially,  not  on  the  need  for  amplification,  but 

on  the  determination  of  hearing  status  of  the  patient. 

A  hearing  examination  should  include  a  complete  history,  visual  inspection  of  the  ear 
canal  and  ear  drum,  and  tests  to  identify  the  amount  and  type  of  hearing  loss.   These  tests 

are  part  of  a  comprehensive  audiological  assessment.    More  importantly,  this  evaluation  must 

be  conducted  by  an  individual  trained  to  interpret  the  results,  not  in  the  context  of  the  need 

for  a  hearing  aid,  but  rather  in  the  context  of  determination  of  the  status  of  the  ear  and 

hearing  of  that  individual.   If  the  hearing  evaluation  identifies  signs,  symptoms  or  conditions 

that  indicate  the  need  for  physician  consultation,  then  the  appropriate  referral  should  be 

made. 

Age-related  changes  in  hearing  constitute  the  majority  of  all  hearing  losses.   Only  a 
small  percentage  of  adult  individuals  have  hearing  losses  that  are  amenable  to  medical  or 
surgical  treatment.   This  is  particularly  true  for  the  elderly  where  hearing  loss  is  more  a  sign 
of  the  aging  process  than  a  symptom  of  medical  illness.   Regardless,  hearing  loss  can  be  a 
symptom  of  a  more  serious  disease  process  such  as  AIDS,  diabetes  or  multiple  sclerosis. 
The  hearing  problems  associated  with  these  diseases  however,  are  generally  further 
complications  of  an  already  diagnosed  condition,  and  therefore  it  is  extremely  unlikely  that 
patients  having  these  diseases  would  present  initially  with  a  symptom  of  hearing  loss  in  the 
absence  of  other  symptoms.    Nonetheless,  the  academic  and  practical  training  of  an 
audiologist  prepares  an  individual  to  recognize  disease  symptoms  and  determine  the  need  for 
medical  referral.   The  graduate  degree  programs  include  coursework  and  experience  in  the 
identification  of  the  etiology  and  pathology  of  hearing  loss,  the  identification  of  signs  and 
symptoms  that  signal  the  need  for  medical  referral,  and  the  decision  processes  related  to  the 
ability  to  reach  these  conclusions. 

It  is  important  to  note  that  the  puipose  of  medical  clearance  prior  to  hearing  aid  use  is 
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to  ensure  there  is  no  medical  condition  which  requires  treatment.   The  need  for  amplification 
is  detennined  by  the  comprehensive  audiological  (hearing)  evaluation. 

Once  the  audiological  evaluation  is  complete  the  evaluation  progresses  to  the  need  for 
amplification.    In  consultation  with  the  patient,  the  benefit  that  amplification  can  provide  can 
be  discussed.   An  important  distinction  should  be  made  between  the  benefit  provided  by 
amplification  and  patient  satisfaction.   Hearing  aid  benefit  refers  to  the  improved  utilization 
of  the  auditory  sense,  whether  by  being  able  to  better  understand  speech,  improved  hearing 
sensitivity  or  improved  social  interactions.   Satisfaction  relates  to  the  consumer  perception 
and  judgement  regarding  that  benefit.  The  consumer  considers  factors  in  addition  to  the 
benefit  when  judging  satisfaction.  These  factors  include  the  manner  and  style  of  the 
professional  services,  the  cost/benefit  ratio,  long  term  service  issues,  and  personal  lifestyle 
concerns.   Ideally,  the  provision  of  hearing  care  should  target  both  benefit  and  satisfaction  as 
the  appropriate  outcome  of  the  delivery  of  hearing  aids  to  a  consumer. 

HEARING  CARE  SERVICES  AND  HEALTH  CARE  REFORM 

Access  to  hearing  care  services  currently  occurs  through  multiple  entry  points, 

including  audiologists,  primary  care  physicians  (internal  medicine  and  family  practice). 

Otolaryngologists,  and  hearing  aid  dispensers.     A  hearing  loss  not  treatable  by  medical  or 

surgical  means  should  be  referred  to  the  audiologist  for  management  with  hearing  aids  or 

other  assistive  devices.    A  patient  with  a  medically  or  surgically  treatable  hearing  loss 
should  be  referred  to  an  otolaryngologist.  However,  patients  seen  by  primary  care  specialists 

are  often  referred  only  to  the  otolaryngologist  for  further  evaluation,  even  if  the  complaint  is 

simply  hearing  loss.   For  example,  the  wife  who  questions  her  husband's  ability  to  hear  is 

first  referred  to  the  otolaryngologist,  then  on  to  the  audiologist  for  a  hearing  evaluation. 

Given  the  relatively  low  incidence  of  treatable  ear  disease  in  persons  complaining  of  ear  or 

hearing  problems",  costs  could  be  lowered  and  patients  better  be  served  by  direct  referral  to 

the  audiologist,  or  by  having  patients  with  complaints  of  hearing  problems  be  initially  seen 

by  an  audiologist.   If  the  majority  of  hearing  losses  are  not  treatable  by  medical  or  surgical 

means,  then  significant  cost  is  added  to  the  system  by  having  patients  visit  physicians  prior  to 

determination  of  the  audiologic  profile  of  the  patient. 

Although  systematic  studies  of  the  potential  cost  savings  from  utilization  of  the 

audiologist  as  entry  level  providers  have  not  been  completed,  data  from  the  vision  care  area 

shows  that  the  non-physician  professional,  i.e.  the  optometrist,  provides  services  at  lower 

costs  and  with  greater  access  to  services.    Fees  for  comparable  services  were  actually  lower 

when  provided  by  optometrists  than  when  provided  by  ophthalmologists,  and  patients  could 

be  seen  sooner  by  the  optometrists".   While  physicians  generally  object  to  direct-access  to 

non-physician  providers,  numerous  studies  demonstrate  firm  support  and  confidence,  on  the 
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part  of  patienu,  for  direct-access  to  non-physician  providers"^".   The  AARP,  SHHH,  and 
the  Commissioner  of  the  Food  and  Drug  Administration  all  testified  before  the  Senate 
Committee  on  Aging  regarding  their  confidence  in  Audiologists  ability  to  provide  hearing 
care  services. 

The  optometrist  serves  an  important  role  in  vision  care  by  providing  increased 
accessibility  through  lower  costs  but  without  a  sacrifice  in  quality.  Expanding  the  role  of  the 
audiologist  in  the  provision  of  hearing  care  should  also  result  in  greater  accessibility,  reduced 
cost,  and  with  no  sacrifice  in  quality  of  services  provided.   The  freedom  to  serve  as  an  entry 
point  into  health  care,  like  that  provided  by  the  optometrist,  expands  the  choices  of  the 
American  public,  results  in  competition  thus  further  lowering  costs,  and  increases 
accessibility  through  the  lowered  costs  and  increased  number  of  providers. 

In  addition,  the  recognition  of  hearing  evaluations  as  part  of  the  basic  benefits 
package  of  proposed  health  programs  can  further  serve  to  lower  the  direct  costs  of  health 
care  to  the  American  public.   Currently,  hearing  tests  and  hearing  aids  are  not  considered  to 
be  services  covered  by  insurance,  including  Medicare,  except  in  the  situation  where  the  tests 
are  necessary  for  a  treatable  ear  disease.    Unfortunately,  a  hearing  test  is  necessary  prior  to 
the  determination  of  whether  a  specific  hearing  loss  is  treatable.    Audiologic  (hearing) 
evaluations  are  designed  to  assist  in  this  determination.     For  example,  if  an  elderly  patient 
sees  a  hearing  care  provider,  regardless  if  that  provider  is  an  audiologist  or  otolaryngologist, 
with  a  primary  complaint  of  hearing  loss,  a  hearing  test  is  required  to  determine  if  the  loss  is 
treatable.    If  it  turns  out  that  the  loss  is  treatable,  then  the  audiologic  service  is  covered  by 
Medicare.    If  the  results  of  the  test  show  that  the  loss  is  not  treatable,  then  the  hearing  test  is 
not  considered  a  covered  service.   The  determination  as  to  whether  this  is  a  covered  service 
is  made  after  the  service  has  been  performed.    Medicare  assumes  that  the  results  of  a  hearing 
test  that  reveal  non-treatable  hearing  loss  are  to  be  used  for  acquisition  of  a  hearing  aid,  a 
product  not  covered  by  this  program.   For  that  elderly  individual,  incorrectly  assuming  the 
services  are  covered  by  Medicare,  the  hearing  tests  become  an  out-of-pocket  expense. 

SUMMARY  A>fD  RECOMMENDATIONS 

Hearing  loss  can  be  of  serious  concern  to  an  aged  individual.     The  hearing  care 
delivery  system  in  the  United  States,  including  the  provision  of  hearing  aids,  can  be 
improved  by  the  implementation  of  practices  which  increase  consumer  satisfaction  and  ensure 
the  delivery  of  high  quality  professional  services.     The  American  Academy  of  Audiology 
supports  efforts  made  by  Congress  and  the  Food  and  Drug  Administration  to  improve 
oversight  and  regulatory  activity  in  this  area  in  an  effort  to  protect  the  consumer  from 
fraudulent  or  negligent  practices. 
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The  American  Academy  of  Audiology  supports  the  recommendations  of  consumer 
organizations,  professional  groups  and  the  Food  and  Drug  Administration  designed  to 
improve  the  delivery  of  hearing  aids  to  the  American  public. 

•  Audiologists  should  be  recognized  as  appropriate  hearing  care  providers  for  the 

evaluation  of  hearing,  determination  of  hearing  aid  candidacy  and  the  fitting  of 

hearing  aids.   Testimony  presented  to  the  Special  Committee  on  Aging  shows  firm 

support  for  the  prominent  position  of  the  audiologist  in  the  hearing  aid  delivery  area. 

Issues  in  health  care  reform,  including  cost  reduction,  quality  and  access,  further 

argue  for  the  role  of  the  audiologist  in  the  delivery  of  hearing  care  services  to  the 
elderly. 

•  Fraudulent  practices  and  representation  relating  to  the  use  or  benefits  of  hearing  aids 
should  be  prohibited.   Protection  of  the  consumer,  particularly  in  the  use  of  a  medical 
device,  must  be  paramount.   Solicitation  and  door-to-door  selling  practices  should  be 
restricted.   Mandates  for  warranties,  right  to  cancel  purchases  and  specified  trial 
periods  should  be  approved. 

•  The  regulatory  boards  and  agencies  responsible  for  monitoring  hearing  aid  practices  at 
the  state  level  should  be  strengthened  and  empowered  to  police  hearing  aid  practices 
in  their  respective  states.   This  will  further  serve  to  protect  consumers  from 
fraudulent  practices  and  safeguard  their  health  by  ensuring  appropriate  referral  for 
medical  evaluation  if  necessary. 

•  The  consumer  must  be  educated  regarding  their  rights,  the  potential  benefit  and 
satisfoction  afforded  by  hearing  aids,  strengths  and  limitations  of  amplification 
systems,  and  the  hearing  care  system.  The  American  Academy  of  Audiology 
recognizes  and  accepts  it's  responsibility  in  this  area,  and  will  continue  to  address  the 
need  to  educate  the  American  public  regarding  the  hearing  aid  delivery  system. 

•  National  standards  for  both  hearing  evaluations  relative  to  diagnostic  testing  and 
hearing  aid  fittings,  as  well  as  appropriate  competencies  of  the  professionals  who 
dispense  hearing  aids,  should  be  developed.   Appropriate  licensure  requirements 
should  be  adopted  in  every  state. 

The  American  Academy  of  Audiology  appreciates  the  opportunity  to  supplement  Che 
written  and  oral  testimony  presented  to  the  U.S.  Senate  Special  Committee  on  Aging.   Tlie 
American  Academy  of  Audiology  stands  ready  to  work  with  the  Congress,  the  Food  and 
Drug  Administration,  consumer  organizations,  professional  groups,  and  state  agencies  in 
efforu  to  improve  the  delivery  of  hearing  care  services  to  the  American  consumer. 
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APPENDIX  A 

POSITION  STATEMENT 


Tksk  Force  on  Hearing  Impairment 
in  Aged  People 

Background 

One  of  the  demographic  imperatives  affecting  the  United  States'  present  and  future 
course  is  the  aging  of  Americans  The  number  of  persons  aged  65  years  and  older  is 
growing  more  rapidly  than  the  rest  of  the  U.S.  population. 20  The  expansion  of  the  naion's 
aged  population  has  considerable  implication  for  health  status,  health  care  utilization,  and 
health  care  delivery 

Hearing  impairment  is  the  third  most  commonly  reported  chronic  problem  affecting 
the  aged  population."  At  present,  more  than  7  million  aged  persons  suffer  from  some 
degree  of  heanng  impairment  *  Given  the  rapid  grovirth  m  the  population  over  75  years  of 
age,  it  is  projected  that  more  than  11  million  members  of  this  age  group  will  have  significant 
hearing  impairments  by  the  turn  of  the  century  The  aging  of  the  population  will  be 
accompanied  by  an  increase  in  the  prei^lence  and  seventy  of  heanng  loss,  due  to  the 
direct  correlation  between  age  and  hearing  loss. 

Presbycusis  often  is  defined  as  hearing  loss  associated  with  the  aging  process. 
However,  the  Committee  on  Hearing,  Bioacoustics  and  Biomechanics^  considers 
presbycusis  to  tie  the  sum  of  hearing  losses  which  result  from  several  varieties  of 
physiological  degeneration.  These  include  insults  due  to  noise  exposure,  ototoxic  agents, 
polypharmacy,  and  medical  disorders  as  well  as  the  effects  of  physiological  aging^ 
Irrespective  of  the  etiology  the  interference  with  communication  created  by  sensorineural 
heanng  impairment  has  a  profound  negative  effect  on  the  lives  of  aged  persons  In 
addition  to  its  threat  to  personal  safety,  hearing  impairment  has  an  adverse  effect  on 
physical,  cognitive,  emotional,  social,  and  behavioral  function's,'  These  manifestations  are 
often  viewed  by  the  hearing  impaired  person  as  representing  a  very  significant  handicap, 
despite  the  audiologic  appearance  of  a  relatively  mild  hearing  loss'*  Rirtunately  the 
negative  influences  of  hearing  impairment  are  amenable  to  intervention 's  Hence,  hearing 
health  care  professionals  must  strive  to  identify  individuals  with  heanng  impairments  in 
order  to  renriediale  the  permanent  impact  of  hearing  loss 

Identification  of  Impairment  in  the  Aged  Population 

The  US,  Preventive  Services  Task  Force''  has  recommended  that  aged  persons  tie 
screened  for  hearing  impairment.  The  goal  of  any  screening  program  is  to  reach  as  large  a 
proportion  of  the  eligible  target  population  as  possible  To  this  end,  a  number  of  potential 
settings  are  available  for  screening  aged  individuals  for  hearing  impairments  and 
handicaps  Potential  settings  for  screening  include  health  fairs,  community  based 
programs,  pnmary  care  pfiysician's  offices,  acute  care  settings,  nursing  facilities  and 
possibly  the  home  Each  of  these  settings  has  advantages  and  disadvantages,  with  the 
limiting  factors  in  any  screening  setting  t)eing  ambient  noise  level,  professional  resources 
available  to  administer  the  screen,  and  money  available  to  purchase  the  requisite 
equipment  Nevertheless,  a  screening  program  should  use  tools  that  are  appropriate  lor 
the  particular  setting,  and  should  employ  professionals  who  are  well  trained  to  perform  the 
screen.  Screening  conducted  in  the  offices  of  primary  care  physicians  is  particularly 
attractive  because  most  persons  over  65  years  old  visit  their  primary  care  physiaan  on  an 
annual  basis  and  the  office  may  provide  a  relatively  quiet  setting  for  screening 

A  number  of  screening  tools  are  available  to  detect  clinically  important  hearing 
impairments  and  handicaps  in  aged  people  An  impairment  is  defined  as  "any  loss  or 
abnormality  of  psychological,  physiological  or  anatomical  structure  or  function,"  whereasa 
handicap  is  "a  disadvantage  for  a  given  individual  resulting  from  an  impairment  that  limits 
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or  prevents  the  fulfillment  of  a  role  tfiat  is  normal  for  that 
individual"^*  Screening  tools  designed  to  detect  hearing 
handicaps  and  impairments  fall  into  two  broad  categories 
tiearing  handicap  scales  and  audiometnc  screening 
Hearing  handicap  scales  assess  the  perceived  effects  of 
heanng  loss  on  various  aspects  of  daily  function  A  screening 
version  of  one  such  scale,  the  Heanng  Handicap  Inventory 
for  the  Elderly  (HHIES),  is  a  reliable  and  valid  method  for 
identifying  handicapping  hearing  impairment  among  aged 
persons'2.'5.23  The  sensitvity  and  specificity  rates  of  this  tool 
are  approximately  70  to  80%  tor  identifying  heanng  losses  of 
moderate  or  greater  degree 

An  audiometnc  screen  is  a  quick  and  valid  method  tor 
detectng  hearing  impairment  among  aged  individuals 
Screening  for  heanng  impairment  requires  the  use  of  one  of 
two  mettiods:  1)  a  calibrated  audiometer  in  a  quiet 
environment,  or  2)  an  otoscope  with  a  built-in  audiometer 
(eg  audioscope)  The  advantage  of  using  a  calibrated 
audiometer  is  that  it  is  a  valid  and  reliable  technique  The 
requirement  of  a  quiet  environment,  hovever  may  not  be 
practical  in  all  settings  The  audioscope  delivers  selected 
frequencies  (500,  1000,  2000,  and  4000  Hz)  at  one  of  three 
intensities  to  the  entrance  of  the  ear  canal  The  audioscope 
has  an  overall  accuracy  for  hearing  screening  of  75-80% 
^.'.'3  Screening  with  both  a  heanng  handicap  scale  and 
either  an  audiometer  or  audioscope  is  recommended. ^^ 
because  the  correlation  t)et\^«en  hearing  impairment  and 
handicap  is  imperfect '»  Thus,  combining  the  two  techniques 
may  inaease  the  overall  accurac/  of  the  screening 
program.'^ 

Once  identified  through  a  screening  program  as  being 
likely  to  have  a  fieanng  impairment  or  handicap,  an  aged 
person  should  be  referred  to  an  audidogist  for  thorough 
audidogic  evaluation  and  appropriate  recommendations  for 
aural  rehabilitation  (vledical  clearance  should  also  be 
obtained  to  rule  out  pathological  conditions  that  would 
contraindicate  hearing  aid  use  Unfortunately  the  rate  of 
compliance  virith  the  recommendation  for  further  audiometnc 
evaluation  annong  aged  persons  can  be  as  lew  as  50%  and 
ranges  between  50  and  90%"'.",'9  fvloreover  in  most 
circumstances,  only  10  to  20%  of  this  population 
subsequently  obtains  fieanng  aids.  Barriers  to  compliance 
include  confusion  about  the  hearing  aid  deli\«ry  system,  the 
cost  d  waluaSon  and  heanng  aids,  social  stigma,  unwanted 
amplification  of  background  noise,  and  myths  atxiut  the 
efficacy  of  hearing  aids.'  An  integral  part  of  any  screening 
program  should  be  mecfianisms  to  entiance  the  probability 
ttiat  individuals  will  comply  with  referrals  for  additional 
evaluation  and  remediation 

Strategies  for  Intervention 

Ttie  audidogical  evaluation  establefies  Itie  need  for 
poESitjIe  aura]  rehabilitation  and  medical  evaluation  In  most 
s,  ttie  aged  person's  auditory  capabilities  can  be 


assessed  with  standard  audiometnc  techniques 
Occasionally,  the  behavioral  assessment  must  be  modified  to 
accommodate  physical  or  cognitive  limitations  of  aged 
individuals  The  typical  presbycusic  hearing  loss  is 
sensorineural,  sloping,  and  ranges  in  degree  from  mild  to 
moderately-severe ',  11  Moreover  pure  tone  sensitivity  lends  to 
deteriorate  with  age,  and  males  exhibit  poorer  thresholds 
than  females  of  comparable  age',"  The  hearing  loss 
observed  m  older  people  often  limits  their  receplion  of 
conversational  speech,  espeaally  m  noisy  environments,' 
While  the  typical  presbycusic  heanng  loss  is  not  amenable  to 
medical  intePirention,  the  handicapping  effects  of  ttie  hearing 
impairment  often  can  be  remedied  successfully  with  selected 
audiologic  intervention  strategies 

Heanng  aids  are  the  pnncipal  resource  for  improving 
communication  and  reducing  handicaps  in  aged  people. 
Heanng  aids  amplify  speech  so  that  it  tjecomes  comfortably 
audible  to  the  hearing-impaired  user  but  does  not  exceed  the 
user's  tolerance  level  for  loud  sounds  Significant 
improvements  m  hearing  aid  design  have  enabled  greater, 
flexibility  in  selectng  heanng  aids  for  the  typical  hearing  loss 
patterns  associated  with  aging.  The  newest  generation  of 
heanng  aids  includes  digitally  controlled  analog  designs  In 
addiSon.  hearing  aids  can  now  be  modified  to  ease 
manipulation  of  volume  controls,  battery  compartments,  and 
switches,  theret^y  improving  hearing  aid  use  for  aged 
individuals  with  manual  dexterity  problems  Recent  evidence 
indicates  that  hearing  aids  successfully  reduce  the  social, 
emotional,  and  functional  handicap  often  resulting  from 
hearing  impairment  in  aged  people.'^ 

In  addition  to  heanng  aids,  assistixre  living  devices  can  be 
used  effectively  by  aged  people  to  improve  communication  in 
specific  situations  A^istive  listening  devices  transmit 
acoustic  signals  by  wire,  magnetic  induction,  infrared  light  or 
radio  frequency  They  are  partcularly  useful  when  room 
acoustics  are  poor  The  use  of  assistii*  devices  is  expanding 
in  theaters,  public  meeting  rooms,  and  houses  of  worship. 
They  can  be  adapted  for  use  in  personal  living  areas  and 
comnnon  areas  of  nursing  homes  where  communication  may 
be  difficult 

Alerting  devices,  which  use  lights  to  signal  fire  alarms  or 
the  telephone  or  doorbell  nnging .  can  reduce  the  hazards  to 
safety  imposed  l3y  the  heanng  loss.  Telephone  amplifiers  with 
adjustable  volume  controls  are  becoming  an  integral  part  of 
many  new  telephone  designs  The  television  caption  decoder 
can  tie  used  by  those  with  reasonable  vision,  but  whose 
heanng  is  limited  despite  rehabilitation  Assistive  listening  and 
alerting  devices  are  effecti\«,  and  their  use  should  be 
encouraged  in  hospitals,  nursing  faalities,  and  the  home- 
Hearing  aids  should  be  offered  within  the  greater  context 
of  aural  rehabilitation  Aural  rehabilitation  includes  any  non- 
medical inten^nlion  designed  to  remeaiate  heanng  loss  and 
improve  communication.  It  also  includes  counseling  the 
heanng-impaired  person  and  his  or  her  family  about  the 
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implicalions  of  hearing  impairment,  as  well  as  conducting  a 
hearing  aid  onentacon  and  follcw-up  to  ensure  proper 
hearing  aid  use  Suggestions  tor  maximizing  the  use  of  visual 
cues  and  residual  hearing  are  provided  Formal 
speechreading  instruction  or  auditory  training  may  tDe 
recommended  to  enhance  the  information  received  through 
amplification. 

The  aural  rehabilitation  process  should  include  not  only 
the  aged  hearing-impaired  person,  but  a  family  memtjer  or 
significant  other  as  «ell  For  the  aged  individual  to  achieve 
maximum  benefit,  the  family  and  health  care  staff  must 
appreciate  the  impact  of  the  hearing  impairment,  the 
operation  of  the  amplSicadon  device,  the  benefits  and 
limitations  of  the  procedures  being  used,  and  their  own  role 
in  improving  and  promoting  ccr-^r'unication 

Role  of  the  Audiologist 

The  audiologist  is  the  primary  hearing  health  care 
provider  for  aged  imviduals  with  heanng  impairment.  An 
audiologist  is  a  person  who,  by  virtue  of  academic  and  clinical 
training,  and  appropriate  certification  and.'or  licensure,  is 
uniquely  qualified  to  provide  a  comprehensive  array  of 
professional  services  relating  to  the  prevention,  evaluation,  and 
rehabilitation  of  audiotory  impairment  and  its  assoaated 
communicaove  disorders  The  audiologist  may  provide  these 
services  independently  or  as  part  of  an  interdisaplinary 
professional  team  involved  in  identification,  diagnosis,  and 
treatment  of  individuals  v.  i-o  have  disorders  related  to 
auditory  dysfunction. 

The  audiologist  senres  as  the  primary  expert  in  the 
assessment  and  non-medical  diagnosis  of  auditory 
imparment  in  aged  pjeople  Assessment  includes,  but  is  not 
limited  to.  the  admmistra'uon  and  interpretation  of  behavioral, 
electroacoustic,  and  electrophysiologc  measures  of  the 
status  of  penpheral  and  central  auditory  systems  and 
measures  of  hearing  handicap.  (Methods  of  assessment 
include  hearing-handicap  scales,  pure-tone  audiometry, 
immittance  audiometry,  speech  audiometry,  and  auditory 
evoked  potential  measurement 

Audiologists  are  uniquely  qualified  to  provide  a  full  range 
of  auditory  rehabilitative  services  to  aged  individuals.  The 
audiologist  is  the  primary  individual  responsible  for  the 
evaluation  and  fitting  of  all  t/pes  of  amplification  systems, 
including  hearing  aids  and  assistive  listening  devices.  The 
audiologist  determines  whether  the  aged  individual  is  a 
suitable  candidate  for  an  amplificaoon  system,  evaluates  the 
tDenefit  that  the  individual  may  expect  to  derrve  from  such 
systems,  and  makes  an  appropriate  recommendation.  In 
connection  with  such  recommendations,  the  audiologist  may 
take  ear  impressions,  fit  and  dispense  the  amplification 
system,  and  provide  counseling  regarding  its  use. 

Tlie  audiologist  also  provides  rehabiltetive  senflces  and 
education  to  individuals  with  auditory  impairment,  to  family 
memljers,  and  to  the  public  The  audiologist  provides 


information  concerning  heanng  and  heanng  impairmert,  the 
use  of  prosthetic  dff/ices,  and  strategies  for  imprcwng 
speech  recognition  by  exploiting  auditory,  visual,  and  tactile 
speech  information  The  audiologist  also  counsels  patients 
regarding  the  effects  of  auditory  impairment  on  communicative 
and  psychosocial  status  In  addition,  the  audiologist 
determines  the  need  tor  additional  auraJ  rehabilitation  and.  if 
indicated,  the  nature  of  the  rehabilitation  program  in 
connection  with  such  determinations,  the  audiologist  may 
conduct  individual  and/or  group  rehabilitation  programs. 

The  audiologist  serves  as  an  advocate  for  agaJ 
individuals  Oy  encouraging  equal  access  for  those  vrth 
communicative  disorders,  by  promptng  self-help"  consumer 
groups,  and  tjy  encouraging  third-party  reimbursement  of 
audiological  senrices  The  audiologist  should  be  an  integral 
memtDer  of  any  multidisaplinary  team  involved  in  the 
evaluation  of  the  social,  psychological,  physical,  and  mental 
status  of  elderly  people  The  audiologist  also  serves  aged 
people  by  promoting  awareness  of  tieanng  impairment, 
available  audiological  sen/ices,  and  available  remediation 
devices  and  programs  to  the  h^nng-impaired  individuals, 
their  spouses  and  children,  and  to  ottier  caretakers  who 
constitute  ttieir  support  system. 

Recommendations 

The  memtjership  of  the  American  Academy  of  Audiology 
seeks  to  maximize  communication  skills  in  aged  heanng- 
impaired  individuals  A  comprehensive  approach  for 
providing  effective  services  to  aged  individuals  involves 
cooperative  efforts  among  a  variety  of  professional 
organizations  and  specialists.  As  a  consequence,  the 
Academy  membership  actively  pursues  dose  professional 
ties  with  other  gerontology  specialists  tcward  meeting  the 
hearing  health  care  needs  of  aged  people. 

The  American  Academy  of  Audiotogy  has  developed  five 
recommendations  tor  improving  the  quality  of  life  for  liearing- 
impaired  aged  individuals 

1 .  The  Academy  advocates  the  use  of  screening  procedures 
for  identifying  persons  with  heanng  impairment  or  heanng 
handicap  Screening  procedures  should  be  used  j  iden&y 
the  greatest  number  of  heanngnmpaired  aged  people. 
Screening  should  be  coupled  with  efforts  to  maximize 
compliance  with  referral  recommendations  for  audiologic  or 
medical  evaluation 

2  The  Academy  promotes  ttie  provision  of  high  quality 
audiological  sen/ices  tor  aged  people  State<if-tfTe-art 
kncMvledge  and  technology  should  be  applied  in  the 
evaluation  of  tieanng  impairment  in  aged  individuals  as  well 
as  in  the  selection  of  aural  rehabilitati\«  procedures,  including 
heanng  aids,  for  aged  individuals. 
3.  The  Academy  promotes  funding  for  research  on  hearing 
impaimnent  and  aging  tiy  gcn«mment  agencies  and  private 
foundations.  Critical  issues  that  need  investigation  include 
prevention  of  age-related  heanng  toss,  undeistanding  the 
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audrtofy  degenefatr\^  processes  that  account  for  age-related 
hearing  loss,  improving  the  design  d  hearing  aids  to 
overcome  specific  speech  understanding  probterns  erf  aged 
people,  and  developing  valid  outcome  measures  of 
audioiogical  rnanagement  strategies 

4  The  Academy  promotes  equitable  third-party  payment 
from  insurance  companies,  retirement  health  plans,  state 
agenoes.  and  federal  agerx:ies  tor  heanng -related  services 
and  devices  for  aged  people  The  limrted  financial  resources 
of  many  older  people  often  restrict  access  to  effective 
audological  serv)ces  and  therefore  pf&/ent  them  from 
receiving  tfie  benefits  of  a  heanng  atd 

5  The  Academy  pronrotes  public  education  about  heanng 
impairment  m  aged  Americans.  Pract)cal  information  and 
suggestions  should  be  p^wided  to  ths  group,  including 
warning  signs  of  heanng  loss,  where  to  go  for  help,  and  the 
benefits  o*  amplification  Common  miscorx:eptions  about 
heanng  impairment  and  heanng  aids  also  need  to  be 
dispelled  The  Academy  was  founded  m  1988  to  "improve 
service  to  the  heanng  impaired  by  advancing  the  highest 
pro*essior^l  standards  for  diagnosis,  habilitation, 
rehabilitation,  and  research  in  hearing  and  its  disorders".^ 
These  gutding  pnncipies  apply  specificalty,  and  most 
importantly,  to  aged  individuals,  because  they  comprse 
more  than  hatf  of  tlie  heanng -impaired  populatKXi  m  the 
United  States  and  their  numbers  are  increasing  dran^t)calty. 
The  Amencan  Academy  of  Audiology  is  committed  to 
fostering  excellerx»  in  heanng  health  care  for  senior  citizens. 
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APPENDIX  B 


CODE  OF  ETHICS 
AMERICAN  ACADEMY  OF  AUDIOLOGY 

PREAMBLE 


The  Code  of  Ethics  of  the  American  Academy  of  Audiology  specifies  professional  standards  that  allow 
for  the  proper  discharge  of  audiologists'  responsibilities  to  those  served  and  that  protect  the  integrity 
of  the  profession.  The  Code  of  Ethics  consists  of  two  parts.    The  first  part,  the  Statement  of  Principles 
and  Rules,  presents  precepts  that  members  of  the  Academy  agree  to  uphold.  The  second  part,  the 
Procedures,  provides  the  process  which  enables  enforcement  of  the  Principles  and  Rules. 


PARTI 
STATEMENT  OF  PRINCIPLES  AND  RULES 


PRINCIPLE  1:      Members  shall  provide  professional  services  with  honesty  and  compassion  and  shall 
respect  the  dignity,  worth,  and  rights  of  those  served. 

Rule  la:      Individuals  shall  not  limit  the  delivery  of  professional  services  on  any  basis  that  is 
unjustifiable,  or  irrelevant  to  the  need  for  the  potential  benefit  from  such  services. 

PRINCIPLE  2:      Members  shall  maintain  high  standards  of  professional  competence  in  rendering 

services,  providing  only  those  professional  services  for  which  they  are  qualified  by 
education  and  experience. 

Rule  2a:      Individuals  shall  use  available  resources,  including  referrals  to  other  specialists, 
and  shall  not  accept  benefits  or  items  of  personal  value  for  receiving  or  making 
referrals. 

Rule  2b:      Individuals  shall  exercise  all  reasonable  precautions  to  avoid  injury  to  persons  in  the 
delivery  of  professional  services. 

Rule  2c      Individuals  shall  not  provide  services  except  in  a  professional  relationship,  and 

shall  not  discriminate  in  the  provision  of  services  to  individuals  on  the  basis  of  sex, 
race,  religion,  national  origin,  sexual  orientation,  or  general  health. 

Rule  2d:      Individuals  shall  provide  appropriate  supervision  and  assume  full  responsibility  for 
services  delegated  to  supportive  personnel.  Individuals  shall  not  delegate  any 
service  requiring  professional  competence  to  persons  unqualified. 

--Rule  2e:      Individuals  shall  not  permit  personnel  to  engage  in  any  practice  that  is  a  violation  of 
the  Code  of  Ethics. 

Rule  2f:      Individuals  shall  maintain  professional  competence,  including  participation  in 
continuing  education. 

PRINCIPLE  3:      Members  shall  maintain  the  confidentiality  of  the  information  and  records  of  those 
receiving  services. 

Rule  3a:      Individuals  shall  not  reveal  to  unauthorized  persons  any  professional  or  persoiul 
information  obtained  from  the  person  served  professionally,  unless  required  by  law. 

PRINCIPLE  4:      Members  shall  provide  only  services  and  products  that  are  in  the  best  interest  of 
those  served. 

Rule  4a:      Individuals  shall  not  exploit  persons  in  the  delivery  of  professional  services. 

Rule  4b:      Individuals  shall  not  charg  ?  for  services  not  rendered. 

Rule  4c      Ifvlividuals  shall  not  participate  in  activities  that  constitute  a  conflict  of 
professional  interest. 

Rule  4d:      Individuals  shall  not  accept  compensation  for  supervision  or  sponsorship  beyond 
reiinbursement  of  expenses. 


PRINCIPLE  5:      Members  shall  provide  accurate  information  about  the  nature  and  management  of 
communicative  disorders  and  about  the  services  and  products  offered. 
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Rule  5a:      Individuals  shall  provide  persons  served  with  the  information  a  reasonable  person 
would  want  to  know  about  the  nahire  and  possible  effects  of  services  rendered,  or 
products  provided. 

Rule  5b:       Individuals  may  make  a  statement  of  prognosis,  but  shall  not  guarantee  results, 
mislead,  or  misinform  persons  served. 

Rule  5c       Individuals  shall  not  carry  out  teaching  or  research  activities  m  a  manner  that 
constitutes  an  invasion  of  privacy  or  that  fails  to  inform  persons  fully  about  the 
nature  and  possible  effects  of  these  activities,  affording  all  persons  informed  free- 
choice  of  participation. 

Rule  5d:      Individuals  shall  maintain  documentation  of  professional  services  rendered. 

PRINCIPLE  6:       Members  shall  comply  with  the  ethical  standards  of  the  Academy  with  regard  to 
public  statements. 

Rule  6a:      Individuals  shall  not  misrepresent  their  educational  degrees,  training,  credentials, 
or  competence.  Only  degrees  earned  from  regionally  accredited  institutions  in  which 
training  was  obtained  in  audiology,  or  a  directly  related  discipline,  may  be  used  in 
public  statements  concerning  professional  services. 

'Jiule6b:      Individuals'  public  statements  about  professional  services  and  products  shall  not 
contain  representations  or  claims  that  are  false,  misleading,  or  deceptive. 

PRINCIPLE  7:       Members  shall  honor  their  responsibilities  to  the  public  and  to  professional 
colleagues. 

Rule  7a:       Individuals  shall  not  use  professional  or  commercial  affiliations  in  any  way  that 
would  mislead  or  limit  services  to  persons  served  professionally. 

Rule  7b:       Individuals  shall  inform  colleagues  and  the  public  in  a  manner  consistent  with  the 
highest  professional  standards  about  products  and  services  they  have  developed. 

PRINCIPLE  8:       Members  shall  uphold  the  dignity  of  the  profession  and  freely  accept  the  Academy's 
self-imposed  standards. 

Rule  8a:      Individuals  shall  not  violate  these  Principles  and  Rules,  nor  attempt  to  circumvent 
them. 

Rule  8b:      Individuals  shall  not  engage  in  dishonesty  or  illegal  conduct  that  adversely  reflects 
on  the  profession. 

Rule  8c      Individuals  shall  inform  the  Ethical  Practice  Board  when  there  are  reasons  to 
believe  that  a  member  of  the  Academy  may  have  violated  the  Code  of  Ethics. 

Rule  8d:       Individuals  shall  cooperate  with  the  Ethical  Practice  Board  in  any  matter  related  to 
the  Code  of  Ethics 

PARTn 
PROCEDURES  FOR  THE  MANAGEMENT  OF  ALLEGED  VlOLA'nONS 


INTRODUCTION 

Members  of  the  American  Academy  of  Audiology  are  obligated  to  uphold  the  Code  of  Ethics  of  the 
Academy  in  their  personal  conduct  and  in  the  performance  of  their  professional  duties.  To  this  end  it  is 
the  respoiuibility  of  each  Academy  member  to  inform  the  Ethical  Practice  Board  of  possible  Ethics 
Code  violations.  The  processing  of  alleged  violations  of  the  Code  of  Ethics  will  follow  the  procedures 
specified  below  in  an  expeditious  manner  to  ensure  that  violations  of  ethical  conduct  by  members  of  the 
Academy  are  halted  in  the  shortest  time  possible. 

PROCEDURES 

1.  Suspected  violations  of  the  Code  of  Ethics  should  be  reported  in  letter  formal  giving  documentation 
sufficient  to  support  the  alleged  violation.  Letters  must  be  signed  and  addressed  to: 

Chair,  Ethical  Practice  Board 

American  Academy  of  Audiology 

6565  Fannin,  NA200 

Houston,  Texas  77030-2707 


2.  Following  receipt  of  the  alleged  violation  the  Board  will  request  from  the  complainant  a  signed 
Waiver  of  Confidentiality  indicating  that  the  complainant  will  allow  the  Ethical  Practice  Board 
to  disclose  his/her  name  should  this  become  necessary  during  investigation  of  the  allegation     The 
Board  may  in  special  circunrtstances,  act  in  the  absence  of  a  signed  Waiver  of  Confidentiality 

3.  On  receipt  of  the  Waiver  of  Confidentiality  signed  by  the  complainant,  or  on  the  decision  of  the 
Board  to  assume  the  role  of  active  complainant,  the  member(s)  implicated  will  be  notified  by  the 
Chair  that  an  alleged  violabon  of  the  Code  of  Ethics  has  been  reported.  Circumstances  of  the 
alleged  violation  will  be  described  and  the  member(s)  will  be  asked  to  respond  fully  to  the 
allegation. 
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4.  The  Chair  may  communicate  with  other  individuals,  agencies,  and/or  programs,  for  additional 
information  as  may  tw  required  for  Board  review.  The  accumulation  of  information  will  be 
accomplished  as  expeditiously  as  possible  to  minimize  the  time  between  initial  twtification  of 
possible  Code  violation  and  final  determination  by  the  Ethical  Practice  Board. 

5.  All  information  pertaining  to  the  allegation  will  be  reviewed  by  members  of  the  Ethical  Practice 
Board  and  a  finding  reached  regarding  infractions  of  the  Code.  In  cases  of  Code  violation  the 
section(s)  of  the  Code  violated  will  be  cited,  and  a  sanction  specified  when  the  Ethical  Practice 
Board  decision  is  disseminated 

6.  Members  found  to  be  in  violation  of  the  Code  may  appeal  the  decision  of  the  Ethical  Practice  Board. 
The  route  of  Appeal  is  by  letter  format  through  the  Ethical  Practice  Board  to  the  Executive 
Coiruiiittee  of  the  Academy.  Requests  for  Appeal  must: 

a.  be  received  by  the  Chair,  Ethical  Practice  Board,  within  30  days  of  the  Ethical  Practice  Board 
notification  of  violation. 

b.  state  the  basis  for  the  appeal,  and  the  reason(s)  that  the  Ethical  Practice  Board  decision  should 
be  changed 

c.  not  offer  new  documentation. 

The  decision  of  the  Executive  Committee  regarding  Appeals  will  be  considered  final. 

SANCTIONS 

1.  Reprimand,  The  minimum  level  of  punishment  for  a  violation  consists  of  a  reprimand.  Notification 
of  the  violation  and  the  sanction  is  restricted  to  the  member  and  the  complaii»ant. 

2.  Cease  and  Desist  Oder.  Violatot<s>  may  be  required  to  sign  a  Cease  and  Desist  Order  which 
specifies  the  non-compliant  behavior  and  the  tc-ms  of  the  Order.  Notification  of  the  violation  and 
the  saiKtion  is  made  to  the  member  and  the  complainant,  and  may  on  two-thirds  vote  of  the  Ethical 
Practice  Board  be  reported  in  an  official  publication. 

3.  Suspension  of  Membership.  Susperision  of  membership  may  range  from  a  minimum  of  six  (6)  months  to 
a  maximum  of  twelve  (12)  months.  During  the  period  of  suspension  the  violator  may  not  participate 
in  official  Academy  functions.  Notification  of  the  violation  and  the  sanction  is  made  to  the  member 
and  the  complainant  and  is  reported  in  official  publications  of  the  Academy.  Notification  of  the 
violation  and  the  sanction  may  be  extended  to  others  as  determined  by  the  Ethical  Practice  Board. 
No  refund  of  dues  or  assessments  shall  accrue  to  the  member. 

4.  Revocation  of  Membership.   Revocation  of  membership  will  be  considered  as  the  maximum 
puiushment  for  a  violation  of  the  Code.  Individuals  whose  membership  is  revoked  are  not  entitled 
to  a  refund  of  dues  or  fees.  One  year  following  the  date  of  membership  revocation  the  individual 
may  reapply  for,  but  is  not  guaranteed,  membership  through  normal  channels  and  must  meet  the 
membership  qualifications  in  effect  at  the  time  of  application.   Notification  of  the  violation  and 
the  sanction  is  made  to  the  member  and  the  complainant  and  is  reported  in  official  publications  of 
the  Academy  for  at  least  three  (3)  separate  issues  during  the  period  of  revocation.  Special 
notification,  as  determined  by  the  Ethical  Practice  Board,  inay  be  required  in  certain  situations. 

RECORDS 

1    A  Central  Record  Depository  shall  be  mainiained  by  the  Ethical  Practice  Board  which  will  be  kept 
confidential  and  maintained  with  restricted  access. 

2.  Complete  records  shall  be  maintained  for  a  period  of  five  years  and  then  destroyed. 

3.  Confidentiality  shall  be  maintained  in  all  Ethical  Practice  Board  discussion,  correspondence, 
communication,  deliberation,  and  records  pertaining  to  members  reviewed  by  the  Ethical  Practice 
Board. 

4.  No  Ethical  Practice  Board  member  shall  give  access  to  records,  act  or  speak  independently,  or  on 
behalf  of  the  Board,  without  the  expressed  permission  of  the  Board  members  then  achve,  to  impose 
the  sanction  of  the  Board,  or  to  interpret  the  findings  of  the  Board  in  any  manner  which  may  place 
members  of  the  Board,  collectively  or  singly,  at  financial,  professional,  or  personal  risk. 

5.  A  Book  of  Precedents  shall  be  maintained  by  the  Ethical  Practice  Board  which  shall  form  the  basis 
for  future  findings  of  the  Board. 
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APPENDIX  C 


SAMPLE  CURRICULUM  LEADING  TO 
MASTER'S  DEGREE  IN  AUDIOLOGY 


GRADUATE  PROGRAM 

IN  COMMUNICATFVE  DISORDERS 

DIVISION  OF  COMMUNICATIVE  DISORDERS 

DEPARTMENT  OF  SURGERY 

UNIVERSITY  OF  LOUISVILLE 

SCHOOL  OF  MEDICINE 


Introduction 

The  School  of  Medicine's  Graduate  Program  in  Communr- 
cative  Disorders  has  leaching  affiliations  with  several  agencies, 
hospitals,  schools  and  dimes  tn  the  "Kentuckiana"  area.  All  of 
these  practicum  sites  are  within  a  short  automobile  nde  ol  the 
Medical  Center,  and  several  sites  are  located  within  walking 
distance    These  affiliates  provide  access  to  a  wide  variety  of 
patient  populations  and  stimulating  opportunities  (or  research 
These  sites  include,  among  others,  the  Veterans  Administration 
Medical  Center's  Audiology  and  Speech  Pathology  Service,  the 
Jefferson  County  School  System.  Hazelwood  Hospital  and 
Intermediate  Care  Facility.  Humana  Hospital-University  of 
Louisville,  Norton  Hospital.  Kosair  Children's  Hospital,  the 
Department  of  Pediatrics  Child  Evaluation  Center.  Frazier 
Rehabilitation  Center.  University  Speech  Pathology  Associates, 
University  Audiology  Associates,  the  Louisville  Deaf-Oral  School, 
the  Kentucky  Easter  Seal  Society  Hearing  and  Speech  Center, 
the  Children  and  Youth  Treatment  Center,  Ireland  Army  Hospilal- 
Forl  Knox,  and  a  variety  of  private  practice  settings 

The  Pnmary  leaching  and  service  clinic  of  the  Graduate 
Program  in  Communicative  Disorders  is  the  WHAS  Crusade  for 
Children  Audiology  and  Speech  Pathology  Center  located  in 
Myers  Hall  in  the  Health  Sciences  Center  in  downtown  Louisville. 
All  graduate  students  begin  their  praclicum  expenence  in  this 
facility    The  Center  s  faculty,  professional  staff  and  students 
provide  approximately  8.000  units  of  service  to  patients  with 
speech,  language  and  hearing  handicaps  each  year    The 
program  also  operates  an  active  satellite  clinic  in  the  Founder's 
Union  Building  on  the  Isaac  Shelby  Campus  of  the  University  of 
Louisville  in  Eastern  Jefferson  County.  The  WHAS  Crusade  for 
Children  Audiology  and  Speech  Pathology  Center  houses  three 
sound-treated  audiological  test  suites  and  eight  speech -language 
therapy  rooms,  each  of  which  is  equipped  with  video  cameras  for 
use  by  our  supervisory  staff-  This  center  also  houses  speaal 
facilities  and  equipment  for  advanced  clinical  applications  and 
research-  These  include  a  new  laboratory  with  seven  Apple 
computers  for  student  use.  a  complete  Augmentative  (non-vocal) 
Communication  Center  which  features  sophisticated  electronic 


aids  for  our  speechless  patients,  a  fiber-optic  naso- 
pharyngoscope  with  video  slroboscopic  capabilities,  a  computer 
based  evaluation  and  treatment  laboratory  for  our  major  cochlear 
implant  program,  a  speech  and  hearing  science  laboratory,  an 
electfonystagmography  and  brainstem  evoked  audiometry  clinic. 
a  computer  assisted  probe  microphone  unit  for  hearing  aid 
evaluation  and  fitting,  electroacoustic  hearing  aid  analysis 
equipment,  a  novel  computer-based  stuttering  rehabilitation 
clinic,  and  an  active  child  language  disorders  program. 

The  Graduate  Program  in  Communicative  Disorders  is  fully 
accredited  by  the  Educational  Standards  Board  of  the  American 
Speech-Language-Hearing  Association  {ASHA)    The  program 
carefully  abides  by  the  rigorous  ASHA  regulations  concerning  all 
aspects  ol  curriculum  content,  practicum  supervision,  and  patient 
care.  The  University  of  Louisville's  Graduate  Program  in 
Communicative  Disorders  was  the  first  in  the  State  of  Kentucky 
to  receive  this  honor,  and  it  remains  the  only  ASHA  accredited 
program  in  audiology  m  Kentucky.  All  research  conducted  by  the 
program's  faculty  and  students  is  approved  by  the  University's 
Human  Studies  Committee  and  performed  in  accordance  with 
guidelines  laid  down  by  the  federal  government. 

The  University  of  Louisville  formally  dedicated  its 
$26,000,000  regional  Health  Sciences  Center  on  April  4.  1 971 , 
This  facility,  located  in  downtown  Louisville,  serves  a  metropoli- 
tan area  of  approximately  one  million  people-  The  Health 
Saences  Center  houses  the  Schools  of  Medicine.  Dentistry. 
Nursing.  Allied  Health  Professions,  and  Graduate  Programs  in 
several  basic  and  applied  health-related  disoplmes.  These 
facilities  accommodate  over  1200  students  from  the  Schools  of 
Medicine.  Dentistry  and  other  Graduate  Programs  and  more  than 
500  faculty,  staff  and  research  personnel-  The  Graduate 
Program  in  Communicative  Disorders  is  located  in  this  complex 
in  a  building  which  it  shares  wrth  the  Division  of  Otolaryngology 
The  Health  Sciences  Center  is  a  bright  new  page  in  the  history  of 
the  oldest  medical  school  west  of  the  Alteghenies. 


Over 
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Total  University  of  Louisville  Library  holdings  printed  in 
microlext  (orm  number  approximately  1 .100.000  volumes    The 
University  otters  an  extensive  library  system  designed  to  support 
graduate  research  m  a  variety  of  fietds    The  Mam  Library  houses 
over  500,000  catalogued  volumes.  The  Komhauser  Health 
Sciences  Library,  with  acquisitions  dating  back  to  the  founding  of 
the  Medical  School  m  1B37  contains  approximately  40.000 
monographs  and  75.000  volumes  o(  bound  journals.  Over  1500 
journals  are  received  regularly,  w/ith  complete  reference  facilities 
tor  Audiology  and  Speech-Language  Pathology.  This  facility  is  a 
resource  library  in  the  Kentucky-Ohio-Michigan  Regional  Medcial 
School  Library  Program  which  offers  an  inter-library  loan  system 
through  which  virtually  any  book,  journal  or  aaicle  not  available 
locally  can  be  obtained.  MEDLAR  searches  are  provided  and 
MEDLINE,  the  direct  access  referral  service  connected  to  the 
National  Library  of  Medione  and  Biomedical  Data  Base,  is 
available.  A  large  variety  of  audiovisual  self-study  material  is 


provided,  including  audio  and  video  tapes,  tape  slide  umis.  and 
eight  millimeter  cassette  films. 

Faculty  research  in  the  division  of  Communicative  Disor- 
ders reflects  the  diversified  clinical  populations  available  in  the 
metropolitan  Louisville  area    Past  and  current  research  in  the 
area  of  Audiology  includes  such  topics  as  amplification  for  the 
hearing  impaired,  cochlear  implantation,  vestibular  disease, 
middle  ear  reflex  phenomenon,  electronyslagmography,  and 
noise    tn  Speech  Pathology,  areas  of  research  interests  include 
voice  disorders,  augmentative  (non-vocal)  communication, 
closed  head  mjur/,  head  and  neck  cancer  rehabilitation,  normal 
language  development  and  language  impaired  children.  Stu- 
dents are  encouraged  to  participate  in  faculty  research    This 
provides  the  student  with  the  opportunity  to  understand  the 
research  process  and  prepare  for  initiating  their  own  research  if 
they  so  desire 
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Admission  and  Requirements 


Graduate  Program  in  Communicative  Disorders 
University  of  Louisville  School  of  Medicine 
Myers  Hall 
Louisville,  Kentucky  40292 


Phone  (502)  588-5274 
Fax   (502)  588-0865 


Program  I>escriptions 

The  Graduate  Ptogram  in  Communicative  Disorders  ai  the 
University  of  Lou'sville  School  of  Mediane  offers  graduaie  programs 
leading  10  the  Master  ol  Science  degree  m  Audiology  or  Speech-Language 
Pathology    The  programs  are  accredited  by  the  Educaiionai  Standards 
Board  oi  the  Amencan  Speech-Language-Heanng  Association 

AUmissions  Policy 

Applicants  must  have  an  undergraduate  cumulative  GPA  ot  at  least 
3  0  ton  a  4  point  systenri    They  must  have  at  least  900  on  the  Verbal  and 
Quantitative  sections  (combined)  ol  the  GRE,  and  provide  three  supportive 
letters  of  recommendation  from  academic  sources    Applicants  with  grades 
or  scores  below  these  mimmums  will  be  reviewed  by  the  Program  s 
Admissions  Committee  for  possible  probationary  admission  with  condi- 
tions   A  formal  admissions  interview  may  be  required  of  some  applicants 
The  applicant  should  also  read  the  General  Admissions  Requirements  m 
the  Graduate  School  Catalogue 

The  Preparatory  Program 

Applicants  who  do  not  nave  an  undergraduate  degree  m  speech 
and  heahng  will  be  required  to  complete  the  Preparatory  Program  belore 
being  fully  matriculated  mio  the  M  S  degree  program  The  Preparatory 
Program  is  designed  to  permit  students  with  non-tradittonal  educational 
backgrounds  to  learn  more  aboul  the  fields  of  Audiology  and  Speech- 
Language  Pathology,  and  to  provide  studenis  with  essential  background 
information    The  Preparatory  Program  includes. 

CMOS  545  Survey  ol  Communication  Disorders  &  Processes  (3) 

CMOS  567  Fundamentals  of  Speech  &  Hearing  Science  (3) 

CMDS563  Clinical  Phonetics  (3) 

CMOS  564  Normal  Speech  &  Language  Development  (3) 

CMOS  557  Aural  Rehabilitation  (4) 

CMOS  551   Clinical  Ot>servations(l) 

Eleclives.  As  required  for  ASHA  certttication 

All  courseworK  in  the  Preparatory  Program  will  apply  to  the  MS. 
degree  and  ASHA  certiftcation. 

General  Program  Requirements 

Students  must  complete  a  minimum  of  41  (Audiology)  or  51 
(Speech -Language  Pathology)  credit  hours  m  the  Graduate  Program  and 
meet  the  academic  and  practicum  requirements  lor  the  Certilicate  ol 
Clinical  Competence  (CCC)  awarded  by  the  American  Speech- Language 
Heanng  Association    Requirements  lor  the  CCC  are  listed  below    They 
include 

I      Degree  ■  Applicants  for  either  certificate  must  hold  a  Master's  or 
Doctoral  degree,  Effective  1/1/94  -  All  graduate  coursework  and 
clinical  practicum  required  in  the  prolessional  area  lor  which  the 
Certificate  is  sought  must  have  t>een  initiated  and  completed  at  an 
institution  whose  program  was  accredited  by  the  ESB  m  the  area  for 
which  the  Certificate  is  sought 


Academic  Coursework  -  75  semesier  cred't  hours  (s  c  h  ) 
A     Basic  Science  Coursework  (27  s  c  h  ) 

-  6  s  c  h  in  biological/physicai  saences  and  mathematics 

-  6s.ch  in  behavioral  and/or  social  sciences 
l5sch  in  basic  human  communication  processes  to 
include  the  anatomic  and  physiologic  bases,  the  physical 
and  psychophysical  bases,  and  the  linguistic  and 
psychoimguistic  aspects 

B    Professional  Coursework  (36  s  c  h  )    30  of  the  36  s  c  h  m 
courses  for  which  graduate  credit  was  received,  21  of  the  30 
s  c  h  must  be  m  the  professional  area  for  which  the  Certificate  is 
sought 
CCC-Soeech- Language  Pathology 

•  30sch  m  speech-language  pathology 

•  6  in  speech  disorders 

-  6  m  language  disorders 

•  6  s.c  h  in  audiology 

3  m  hearing  disorders  and  bearing  evaluation 
3  in  habtittaiive/rehabilitative  procedures 

CCC-Audioloav 

•  30  s  c  h.  m  audiology 

-  6  in  heanng  disorders  and  heanng  evaluation 

■  6  in  habilitative/rehabititative  procedures 

•  6  s  c  h  m  speech-language  pathology,  not  associated  with 
heanng  impairment 

-  3  in  speech  disorders 

-  3  in  language  disorders 

Supervised  Clinical  Observation  and  Clinical  Practicum    375 

elect'  hours  ic  h  ) 

A     Clinical  Obsen/ation  (25  c  h  ) 

Prior  to  beginning  initial  clinical  practicum 
8    Clinical  Practicum  (350  c  h  total) 

•  250  c  h  at  graduate  level  m  the  area  m  which  the  Certificate  is 
sought 

-  50  c  h  in  each  ol  three  types  of  chmcai  settings. 
CCCSpcceh-Lanouaae  Patholoav 

•  20  c  h  in  each  of  the  following  8  categories: 

-  Evaluation  Speech  disorders  in  children 
Evaluation  Speech  disorders  in  adults 

-  Evaluation  Language  disorders  m  children 

■  Evaluation  Language  disorders  m  adults 

-  Treatment  Speech  disorders  m  children 

-  Treatment  Speech  disorders  in  adults 

-  Treatment  Language  disorders  m  children 

-  Treatment  Language  disorders  m  adults 

■  Up  to  20  c  h  in  the  ma|or  prolessional  area  may  tie  m  related 
disorders 

•  35  c  h  in  audiology 

-  15  in  evaluation/screening 

-  15  in  habilitation/rehabilitalion 


Over 
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CCC-Audiolopv 

•  40  c  h  in  ihe  lirst  4  categones  listed  below;  20  c  h  in  Ihe 
fiHh  category 

-  Evaluation  Heanng  in  ctiildren 

■  Evaluation  Hearing  in  adults 

-  Selection  and  Use  Amplrficallon  and  assistive  devices  lor 
children 

-  Selection  and  Use.  Ampiification  and  assistive  devices 
tor  adults 

■  Treatment  Heanng  disorders  in  children  and  adults 

•  Up  to  20  c  h  in  [he  major  professional  area  may  be  in 
related  disorders 

•  35  c  h  in  speech-language  pathology  unrelated  to  heanng 
impairment 

-  IS  in  evaluation/screening 

-  15  in  treatment 

IV    National  Examinations  in  Speech-Language  Pathology  and 
Audiology 


Thesis  Option 

Students  may  choose  either  ihe  thesis  or  non-thesis  option    Those 
choosing  lo  complete  a  Master  s  Thesis  will  take  a  statistics  course  above 
Ihe  introductory  level  and  take  a  comprehensive  oral  examination  over 
their  thesis  matenal  only   Non-thesis  students  will  take  comprohensn/e 
written  and  oral  enaminalions  covenng  alt  ol  their  coursework  prior  lo 
graduation. 

Clinical  Practicum 

ASHA  requires  a  minimum  of  375  clock  hours  ol  clinical  practicum 
tor  cenitication    Thirty-five  (35)  clock  hours  must  be  in  the  minor  area 
Two  hundred  and  litty  (250)  dock  hours  must  be  completed  al  Ihe 
graduate  level    Students  will  be  required  to  obtain  professional 
liability  (malpractice)  Insurance  prior  to  engaging  In  clinical 
practicum.  Insurance  applications  are  available  in  Ihe  Program 
office. 


V  tlw  Clinical  Fdlomhip 


Teacher  Certification 


Sludenis  who  wish  to  become  certified  lo  work  in  ihe  public 
schools  may  need  to  complete  additional  general  education  requirements 
and  student  teaching    Details  are  available  m  the  Program  office 


The  Curriculum 


Audiul<>}<y  Majors 

(Eicample  Sequence) 


Graduate  Program  in  Communicative  Disorders 
University  of  Louisville  School  of  Medicine 
Myers  Hall 
Louisville.  Kentucky  40292 


Phone:  (502)  588-5274 
Fax:  (502)  588-0865 


Speech-Language  Palholugy  Majors 

(Example  Sequence) 


CI^DS  572  Anatomy  &  Physiology  (4) 

CI^DS  604  Audiology  I  (4) 

CI^DS  605  Heanng  Science  Laboratory  (1 ) 

CMOS  610  Practicum  Audiology  (t) 

Cli^DS  602  Articulation/Phonology  (3)" 


CMOS  572  Anatomy  i  Physiology  (4) 

CMOS  602  Articulation/Phonology  (3) 

CI^DS  663  Voice  Disorders  (4) 

CI^DS  661  Diagnostics/Clinical  fvlethods  I  (3) 

Cf^DS  61 1  Practicum.  Speech  Pathology  (1) 


Spring      CMDS  651  Audiology  II  (4) 

CI^DS  557  Aural  Rehabilitation  (4) 

CMOS  652  Childhood  Language  Disorders  (3)' 

CMDS  630  Amplification  Systems  (3) 

CMDS  610  Practicum  Audiology  11) 


Spnng      CMDS  667  Adult  Language  Disorders  (4) 

CMDS  620  Neurological  Disorders  (3) 

CMDS  652  Childhood  Language  Disorders  (3) 

CMDS  61 1  Practicum:  Speech  Pathology  (1) 

CMDS  557  Aural  Rehabilitation  (4)" 


Summer  CMDS  654  Evoked  Potentials(2) 

CMDS  672  Vesfibular  Assessment  (2) 

CMDS  610  Practicum  Audiology  (2) 

PSYC312  Intro  to  Grad  Sludies  (3)' 


Summer  CMDS  665  Fluency  Disorders  (3) 

CMDS  690  Head  S  Neck  Disorders  (3) 

CMDS  61 1  Practicum  Speech  Pathology  (2) 

PSYC3f2  Intro  to  Grad.  Studies  (3)' 


Year  2 


Year  2 


CMOS  653  Hearing  Conservation  (2) 

CMDS  670  Advanced  Amplification  Concepts  (3) 

CMDS  61 0  Practicum  Audiology  (4) 

CMDS  699  Thesis  (1-3)" 

CMDS  61 1  Practicum  Speech  Pathology  (1) ' 

OBIO  501  Biostatistics  (3)"" 


CMDS  671  Diagnostics/Clinical  Methods  II  (2) 

CMDS  696  Augmentative  Communication  (3) 

CMDS  61 1  Practicum:  Speech  Pathology  (2-4) 

CMDS  604  Audiology  I  (4)' 

CMDS  699  Thesis  (1-3)" 

OBIO  501  Biostatistics  (3)*" 


Sphng     CMDS  697     Special  Topics  Audiology  (2) 
CMDS  668     Professional  Issues  (1) 
CMDS  610     Practicum:  Audiology  (4) 
CMDS  699     Thesis  (1  ■3)" 
Electives* 


'  If  necessary 

"  Optional 

"*  Required  for  thesis 


Sphng 


CMDS  695  Special  Topics  (2) 

CMDS  668  Professional  Issues  (1 ) 

CMDS  669  Qeronlologic  Disorders  (2) 

CMDS  664  Management  of  Public  School  Caseload  (3)" 

CMDS  61 1  Practicum:  Speech  Pathology  (4) 

CMDS699  Thesis(1-3)" 

Electives* 

CMDS610  Practicum:  Audiology  (1)' 


'  If  necessary 

"  Optional 

"*  Required  tor  thesis 
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Course  Descriptions 


Graduale  Program  in  Communicative  Disorders 
University  ol  Louisville  School  o(  Medicine 
Myers  Hall 
Louisville.  Kentucky  40292 


Phone:  (502)  588-5274 
Fax:  (502)  588-0865 


Course  Descriptions 


CMOS  545  Survey  of  Communlcallon  Processes  and  Disorders  (3) 
Prerequisites    None 

This  course  provides  a  general  overview  and  mifoduclion  lo  the  scope  ol  praclice  in 
Audtology  and  Speech  Language  Palfiology,  the  incidence  of  communicative 
disorders  anatomy  and  physiology  ol  Ihe  speech  and  hearing  mechanism. 
diagnostic  audiomelry  and  heanng  impairmenl  rehabilitation,  normal  speech  and 
language  developmeni  and  disorders,  and  a  dericnplton  o'  neurogenic  disorders 

CMOS  557  Aural  Rehabilitation  (4) 

Prerequisites:  None 

Overview  oi  historical  and  current  philosophies  m  the  rehatxliiaiion  ol  heanng 

impaired  persons  including  psychological,  sociological,  educalional  and  vocational 

aspects 

CMOS  563  Clinical  Phonetics  (3) 

Prerequisites:  None 

The  International  Phonetic  Alphabel  and  olher  symbol  syslems  are  utilized  in 

iransc'iplion  ot  speech  sounds    A  descnption  of  speech  sounds  in  terms  ol  acoustic 

and  physiologic  dimensions    Speoal  Emphasis  on  speech  disorders  and  dialects 

CMOS  564  Normal  Language  &  Speech  Development  (3) 

Prerequisites:  None 

Study  of  normal  development  ol  language  and  speech  liom  mlancy  onward. 

Includes  pragmatics,  semanltcs,  syntax,  morphology,  phonology,  and 
psycholinguislic  aspects    Also  includes  relationships  among  communication, 
socialization,  cognition,  play,  and  maturation,  an  overview  ol  dialecticaL  cultural,  and 
bilingual  aspects,  and  basic  language  sampling  and  analysis  procedures. 

CMOS  567  Fundamentals  of  Speech  A  Hearing  Science  (3) 
Prerequisites:  None 

Topics  include  acousiics,  speech-sound  acoustics  and  speech  production  character- 
istics, co-aniculation.  biophysics  and  psychoacoustics  of  heanng,  and  instnjmenta- 
tion  in  the  speech  and  hearing  sciences 

ClulDS  570  Clinical  Observation  In  Speech  Pathology  &  Audlology  (1) 
Prerequisites:  None 

Students  will  complete  observations  in  speech  pathology  and  audiology  so  that 
minimum  ASHA  guidelines  will  be  met    Additional  obsen/atiorw  may  be  assigned  to 
introduce  students  to  the  vanety  ol  practicum  opponunmes  available  in  the  program 
(Pass/Fail  only) 

CMOS  572  Anatomy  &  Physiology  for  Speech  and  Hearing  (4) 

Prerequisites:    Undergraduate  degree  in  commumcalive  disorders 

or  CMDS  545  and  elective  in  human  biology  or  equivalent 
SlruclufB  and  function  o'  speech  and  auditory/vestibular  mechanisms    Includes 
Neuroanatomy/neurophysiology  of  communication    Emphasis  on  clinical  applica- 
tions   Dissection  ol  human  cadaver  matenal 

CMOS  574  Introduction  (o  Research  In  Speech  and  Hearing  (1-3) 
Prerequisites:  None 

Basic  instnjction  in  research  techniques  in  Ihs  speech  and  heanng  disciplines 
including  library  usage,  literature  review  and  statistics    This  course  does  not  satisly 
the  statistics  requirerrwnls 


CMOS  602  Arltculation/Phonology  (3) 

Prerequisites:   CMDS  563  and  56^  or  their  equivalent 

Includes  study  ol  vowe'  and  consonant  charactenstics,  distinctive  features  co 

articulation,  and  phonological  processes    Addresses  ihe  sequence  of  development 

of  phonology/  articulation  Irom  mlancy  onward,  including  norms,  ir>dividual 

diHerences,  and  theories     Procedures  lor  diagnosing  disorders  in  phonology' 

articulation    Special  emphasis  on  approacties  to  therapeutic  management 

CMOS  604  Audlology  I  (4) 

Prerequisites:  CMDS  545  or  undergi^duaie  audioiogy  class 

Overview  ol  haanng  and  hearing  loss  including  mtioduction  lo  methods  ol 

assessment,  pnnciples  ot  masking  case  history,  impedance  measurement  and 

screenir>g 

CMOS  605  Hearing  Science  Laboratory  (1) 

Prerequisites:  CMOS  567  or  equivalent 

Exercises  demonstrating  basic  principles  of  heanng  saence  as  they  apply  to 
audiologic  melhods,  including  perception  of  tones  vs.  speech,  binaural  heanng 
masking,  difference  limen,  and  neural  tuning  cun/es 

CMOS  610  Practicum  in  Audlology  (1-4) 

Prerequisites:  CMDS  604,  567  or  equivaleni 

Clinical  training  m  conventional  audtofneiry.  advanced  diagnostics,  patient 

management,  heanng  aid  evaluation  and  aural  rehabilitalion  therapy    Advanced 

students  wtll  be  assigned  to  a  variety  ol  clinical  settings  wilh  the  consent  of  the 

instructor  (Reler  lo  Ihe  "Manual  lor  Audiology  and  Speech  Pathology  Practicum*  for 

details) 

CMOS  611   Practicum  in  Speech  Pathology  <1-4) 

Prerequisites:  CMDS  564,  602 

Diagnostic  and  Iherapeutic  contact  with  individuals  who  exhibil  communication 

disorders    Practicum  obligations  include  treatment  planning,  report  writing  and 

patient/parent  counseling    Advanced  students  will  be  assigned  to  outside  praaicum 

sues  with  the  consent  of  the  instructor    (Refer  to  the  "Manual  for  Audiology  and 

Speech  Pathology  Practicum'  lor  detailsl 

CMOS  620  Neurological  Disorders  of  Speech  Production  (3) 
Prerequisites:  CMDS  572 

Study  ol  disorders  resulUng  in  flaccid,  spastic,  mixed,  ataxic,  hypokinetic  or 
hyperkinetic  dysarthna    Diagnostic  and  treatment  strategies  will  be  covered. 

CMDS  630  Amplification  Systems  in  Aural  Rehabllllalion  (3) 
Prerequisites:  CMDS  572.  567  or  equivalent.  604 
Pnnoples  ol  amplification  for  the  heanng  impaired    Psycho-acoustics  and 
electroacoustics  pertaining  to  heanng  aid  candidacy,  evaluation  and  rehabilitation 
Hearing  aid  seleaion  and  fitting  strategies    Special  applications  including  assistive 
iislenir>g  devices  and  systems 

CMOS  651  Audlology  II  (4) 

Prerequisites:  CMDS  572,  604 

Study  ot  diagnostic  techniques,  including  Ihe  theory  and  application  ot  the 

impedance  test  t>anery  and  site  of  lesion  tests,  in  the  differential  diagrtosis  ol 

etiologies  and  pathologies  related  to  heanng  loss  ir 


n  both  children  and  aduHs 


CMOS  652  Childhood  Language  Disorders  (3) 

Prerequisites:  CMDS  564  or  equrvalent 

Language  charactenstics  ol  children  with  specific  language  disability,  acquired 

aphasia,  autism,  mental  lelardalion,  visual  impairment,  heanng  impairment,  learning 

disatonues,  and  other  harnJicapping  conditions    Assessment  procedures  and 

intervention  strategies  are  addressed  _ 

Over 
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CMOS  653  Hearing  Conservatton  (2) 

Prerequisite*    CMOS  604 

Wemodj  o'  Oeieciion  prevenion  and  montlonng  ot  heanog  m  speoal  populations. 

panicuiarty  inosc  eipos«d  m  Ihe  industrtal  wot'h  place    Top)CS  mdude  federal 

*e9ulat>ons  and  the  effect  of  nofse  on  hufTians_ 

CMOS  6S4  Evoked  Potentials  (n  Audtology  (2) 

Prervquisttes.  CMOS651 

Pnnoptes  oi  eiect'Ophysiology  as  applied  to  assessment  ol  the  auditory  system. 

inciudes  Ofaiisieti  aua-tory  evoked  potentials,  electrococfiieogfaphy.  m<Jdle  latency 

potentials  is'ig  latency  potentials  fieanng  assessment  retrococfilear  evatuaton 

and  mtra-operatiue  morvtonng 

CMOS  658  Advanced  Concepts  in  AudWogy  <1-3) 

Prer«quislles.-  CM0S6S1 

Study  ol  speoai  areas  or  new  topes  m  aud>o>ogy    Previous  topical  areas  mOuOe 

assistive  listening  devices,  central  auditory  assessment  m  adults  educaiiorwl 

audiology.  Hign  Ireqoe^^cy  audiometry,  and  advarKed  concepts  m  impedarK*. 

CMOS  661  DiagnostlcOlnlcai  Methods  In  Speech  Language  Pathology  I  (3) 
Prerequisrtes:  CMOS  545  563  and  56^  o'equwaieo' 

Introduction  u  d'agnostic  pfOCodures.  including  mterviewir^g  lectimques,  formal  and 
informal  assessment  and  report  writing  Emphasis  placed  on  buTh  (o  five  population 
and  federal  guideJirieS'implications  o(  PL-W-142  and  PL-99-457 

C1IIIDS663  Voice  CHsordera  (4) 

PrerequlsHes  CI<^D3  572  (may  be  taken  concurrently):  567 

AtxKirmaiiiies  oi  voice  producton  including  dyspr^onia.  psycnogenic  disturbance, 

and  resonance  imtjatancs    incorporates  laboratOfy  OemonslraSons  and  exercises  to 

develop  stoits  -n  video  stroboscopy,  videoikxjroscopy  manomeiry.  ttw  Vist-pficn. 

afK)  ttie  Kay  Sonograpn,  Laryngcgrapn,  and  f^asomeiar 

CMOS  664  Management  of  the  PuMfc  School  Csseloed  (3) 
Prerequlsftas:  CI^OS602and6S2 

Course  covers  m'ormat'on  unwjue  to  working  m  a  school  seiung.  Topics  such  as 
developing  ar»d  avnting  Individual  Educational  Ptar\s.  scheduling,  identification, 

estabiisf^ng  a  caseload,  and  othef  school  issues  will  be  discussed. 

CMOS  665  Fluency  Disorders  (3) 

Prefequlsltes;  CMOS  567  or  equivalent 

Ruency  disorders  of  children  and  aduHs   Etmogy  and  theooes  of  dysfluency. 

Assessment  procedures  and  therapeutic  rnanagement   Includes  a  review  of  currem 

technolog>cal  app&cations 

CMOS  667  Adult  Language  Disorders  (4) 

Prerequlsttes:  CMOS  572 

Review  of  the  neurological  basts  of  language  processing.  Speoal  emphasis  on  the 

speech  arx]  Language  disorders,  diagnose  and  remediabon  of  patients  eiper>enang 

letl  and  nght  cerebral  vascular  acodents.  and  traumatic  beam  injury 

CMOS  666  Professional  Issues  In  Audiology  &  Speech  Pathology  (l) 

PreteQufsltes:  None 

Surveys  sooaL  poifticai,  tx;s>ness  and  pfotessional  issues  <n  r>eann  care  delivery 
related  to  convnun>cative  disorders   Topws  include    cunxuium  vitae  preparation, 
professional  interviews,  professional  liabilities,  contracts  and  furxling  sources. 
quality  assurance  mechanisms.  Medicare/Medicaid  guidelines  and  reimbursement 
issues,  and  aSha  Code  of  Ethics.  (Pas&^ait  only) 


CUDS  669  Assessment  arvl  Tre«lmeni  of  Cenmlological  Communicelnre 
Oisortlefs<2) 

PrerequisHes:  CMOS  620  667 

Tf^e  normal  a^ng  process   Commur^catrve  doofdert  ol  the  aged,  especially 

dememia.  muni-mlarct  lesions.  AuheMner  $  tSMase.  Parturaon's  tksease,  cftxea. 

metabolic  and  dnjg  mflDced  delmum 

CMOS  670  Advanced  Concepts  In  AmpNftcalton  (3) 

PrerequlaiteB:  CMOS  630 

f^ew  ifends  and  developments  m  amptihcation  lechrtoiogy  and  appbcsi^ns 

Implaniable  devices,  automatic  sigr\al  processing  0<g<tai  amplifcstion.  program 

mable  instruments,  vioro-tactile  aids,  etc    Oevelo(>f^  a  dispensing  pracbc*' 

demograpnics.  projections  capna'izaiion  mi'kei>r>g  arv)  organitat<on  Ear  moid  v^ 

hearing  a>d  repair,  modification  and  f,ibftc3tioo 

CMOS  67T  OiagnosHoCtlnlcal  Methods  In  Speech  Language  Pathology  H  (2) 

Prerequisites:  CMOS  652  and  661 

Advanced  study  of  diagnostic  procedures  a'x)  interpretation  with  emphasis  on 

school  age  and  adolescent  assessment    Speoi-c  emphasis  on  adolescent 

language.1earnrng  disabtlrt«s  and  central  auditory  processing  disorders 

CMOS  672  Assessment  ol  Vestibular  System  and  Its  Disorders  (2) 
Prerequisites;  CM0S6S1 

Review  of  ine  mteraoive  balance  mechanisms    vestibular,  oculomotor  and 
propnocepttve  systems.  Technologies  and  procedures  for  assessing  arx) 
quantifying  disorders  of  equilibnum.  includir^  electronystagmography. 
posiurography  and  rotary  &a.'t 

CMOS  690  Assessment  and  Treatment  ot  Head  and  Neck  Disorders  (4) 
Prerequisites;  C^<DS  S72 

Speecfl  and  vcce  charactenslics  of  oral  cancer  and  laryngectomy  pa'jents. 
dyspriag>a  evaluation  and  treatment    communication  systems  lor  ventilator 
dependent  patients,  and  an  oven^ew  o(  tracf>eostomy  tubes  and  their  functions. 
Modified  banum  swallow  procedures  and  tne  bedside  dysphagia  etaminaftons. 

CMOS  695  Special  Topics  In  Speech  and  language  Disorders  (1-3) 
"  PrerequtsMes:  permission  of  instruaor 

Speoal  areas  or  new  topes  m  speecn  language  pathology.  Topics  may  mdude 
couTYseling,  genetic  syndromes,  "lulticunuiai  issues,  cerebral  patsy,  management  of 

ttie  bum  parent,  new  indtrumentaton.  e"c 

CMOS  696  Augmerttattve/AJtematlve  Communication  <3) 
Prarequlsltes:  CMOS  652.  690.  696 

Augrr^eniative/aitematrve  communication  (AAC)  Topics  include  identification  and 
assessment  of  patients  needing  AAC.  requirements  and  tuncbortaJ  dimensions  of 
AAC  sysien^.  symbol  systems.  traf«miss»on  techniques,  and  intervention 


CUDSG97  Special  Topics  In  Audiology  (1-3) 

Prerequisites:  Consent  ol  insifucior 

Study  of  speoal  areas  or  new  topics  in  audciogy  not  irwiuded  m  otner  courses. 

such  as  cunent  technological,  political  or  economic  trends  m  Audiology. 

CUDS  699  Thesis  (1-3);  Repeatabie  to  a  maximum  of  6  credit  ncurs 
Prerequisites:   By  airangemam  wnh  ir\siruaor.  OBK)  501  (BtosiaustKSi 

may  be  taken  concurrently 
Ifrtroductton  »o  V)B  soen&fic  research  process    Re*aiir»g  research  design  and  data 
ar^alysis  to  tfie  researc^i  quesbonfs)    Manuscript  preparation. 
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Practicum  Opportunities 


Graduate  Program  in  Communicative  Disorders 
University  of  Louisville  School  of  Medicine 
Myers  Hall 
Louisville,  Kentucky  40292 


Phone:  (502)  588-6274 
Fax:  (502)  588-0865 


Practicum  Sites 
University  Clinics 

-  WHAS  Crusade  lor  Children  Audiology  &  Speech  Pathology  Center 

Full  range  of  audiotogy  and  speech  pathology  services  tor  both 
adults  and  children 

-  Universrty  of  Louisville  Shelley  Campus  Speech  Clinic 

Satellite  clinic  tor  the  WHAS  Crusade  Audrology  &  Speech 
Pathology  Center  providing  speech  ar>d  language  services  tor 
the  pediatric  population  in  Eastern  Jefferson  County 

-  Rauch  Rehabilitation  Center 

A  satellite  clinic  providing  speech  and  language  services  for  the 
pediatric  population  in  Southern  Indiana 

-  Ambulatory  Care  Clinic 

Provides  speech  pathology  and  audiology  services  in  conjunc- 
tion with  the  EhfT  Clinic;  serves  both  children  and  adults 

-  Humana  Hospital- University  of  Louisville 

Provide  speech  pathology  and  audiology  sen/ices  for  tx)th 
inpatients  and  outpatients 


Affiliated  Practicum  Sites 

■     Universtty  Audiology  Assooales 

Untversity-sanctioned  pnvate  practtce  offices  providing  a  full 
rar»ge  ot  audiological  services 

-  University  Speech  Pattiology  Associates 

Univefsity -sanctioned  pnvate  practica  offices  providing  a  full 
range  ol  speech-language  services 

-  Veterans  Administration  Medical  Center 

Provides  speech-language  pathology  artd  audiology  services 
for  adult  military  veterans 

-  Frazier  Rehabilitation  Center 

Provides  speech-language  pathology  services  lor  stroite,  head 
trauma,  and  degenerative  neuromuscular  populations 

-  Norton-Kosair  Children's  Hospitals 

Provide  audiological  services  for  neonates,  children  and  adults 

-  Child  &  Youth  Project  Department  ol  Pediatrics 

Provides  speech-language  pathology  services  for  disadvan- 
taged pediatric  populations 

-  Easter  Seal  Speech  arxj  Heanng  Center 

Provides  a  full  range  ol  audiological  and  speech-lariguaoe 
pathology  services  for  both  adults  and  children 


Hazeiwood  ICF/Mn 

Provides  speech- language  pathology  and  aixliological  services 
tor  mentally  harwlicapped  populations  ol  all  ages 

Baptist  East  Hosptal  Cynthia  Smith  &  Associates 

Comprehensive  inpalienl/oulpatient  l;icility  serving  tx)th  the 
pediatric  ar>d  adult  population 

Humana  Hosprtal-Audubon  Hospilal:  JoLynn  B  Drury  & 

Associates 

Provides  comprehensive  audiological  and  speech-language 
pathology  services  for  mpatients/oulpatients.  serving  both  tfie 
pediatric  and  adult  population 

Oldham  County  School  System 

Provides  speech- language  pathology  services  for  school-aged 
children  and  youths  ages  0-21  years 

Jefferson  County  Public  School  System 

Provide  audiological  and  speech-language  pattiology  services 
lor  school-aged  children  and  youths  ages  0-21  years 

United  Cerebral  Palsy  KIDS  Center 

Provides  speech -language  pathology  services  in  association 
with  a  multi-disoplinary  team  serving  neurological  impaired 
children 

Child  Evaluation  Center  Department  of  Pediatrics 

Provides  speech-language  pathology  services  In  a  mulli- 
disop*inary  Pediatric  Diagnostic  Center 

Kentucky  Commission  for  Handicapped  Children 

Provides  audiological  and  speech-language  pathology  services 
for  pediatric  populations:  specific  services  tor  deft  lip^palate. 
cramo-facial  anomalies  and  heanng  impaired  children 

Southeast  Rehabilrtatxin  Center 

Provides  a  full  range  of  audiological  and  speech- lar^guage 
pattiology  services  lor  both  adults  and  children  in  a  total 
rehabilitation  context 

Louisville  Heanng  Aid  Centers.  Inc 

Provides  full  range  ot  audiological  diagnostic  arxJ  rehabilitative 
services  for  the  heanng-impaired.  retail  heanng  ax)  dispensary 

Kentuckiana  Ear,  Nose  &  Throat,  PS  C 

Pnvate  practice  faalrty  that  provides  full  range  of  otologic  and 
audiologic  services 

Richmond.  Peisel  and  Richniond.  P  S  C 

Pnvate  practica  facility  thai  provides  full  range  of  otologic  and 
audiologic  services 

Louisville  Deaf  Oral  School 

School  setbrtg  which  provides  diagnostic  and  rehabilitative 
services  lor  hearing  impaired  infants  through  kindergarten  age; 
unique  Parent- Infant  program 

Louisville  Audiology  Society  Metropolitan  Heanng  Aid  Bank 
Hearing  aid  services  provided  to  tt>e  indigent  adult  population 
in  the  Louisville  Metropolitan  area 
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Faculty  and  Staff 


Graduate  Program  in  Communicative  Disorders 
University  of  Louisville  School  of  Medicine 
Myers  Hall 
Louisville.  Kentucky  40292 


Phone:  (502)  588-5274 
Fax:  (502)  588-0865 


Faculty  and  Staff 


Bartiara  M.  Baker.  Associate  Professor 
Pfi.D.  (1976);CCC-SLP 
Wayne  State  University 
Voice;  Adult  Neuropattiology 
Head&  Neck  Cancer 

Nancy  P.  Browne,  Clinical  Supervisor 
M.S.  (1984);  CCC-A 
University  of  Souttiem  Mississippi 
Adult  and  Pediatric  Audiology 

David  R.  Cunningham.  Professor  &  Cfiair 

Ph.D.  (1972);  CCC-A 

University  of  Kansas 

Amplification  Systems;  Professional  Issues 

Karen  L-  Davids.  Clinical  Supervisor 

M.S.  (1989);  CCC-SLP 

University  of  Louisville 

Pediatric  Speech  &  Language  Disorders 

Bait>ara  A.  Eisenmenger,  Qinical  Coordinator 

M.S.  (1977):  CCC-A 

Purdue  University 

Aural  Rehabilitation;  Cochlear  Implants 

Mary  A.  Elder.  Clinical  Coordinator 

M.S.  (1988);  CCC-SLP 

University  of  Louisville 

Pediatric  Speech-Language  Disorders; 

Public  School  Issues 

Lee  Ann  Golper,  Clinical  Assistant  Prof. 
Ph.D.  (1982);  CCC-SLP 
University  of  Oregon 
Voice;  Neuropatliology 


Stierry  T.  Hoza 

MA  (1977);  CCC-SLP 

George  Washington  University 

Pediatric  Speech-Language  Disorders 

Andrea  L.  Jatia,  Clinical  Supervisor 

M.S.  (1990);  CCC-SLP 

University  of  Louisville 

Infant  Sensorimotor -Oral  Stimulation; 

Pediatric  Speech-Language  Disorders 

Jill  H.  Newman 

M.S.  (1984);  CCC-SLP 

University  of  Louisville 

Pediatric  Speech-Language  Disorders 

George  O.  Purvis.  Clinical  Assistant  Prof. 
Ph.D.  (1973):  CCC-A 
University  of  Kansas 
Electrophysiologic  techniques;  vestibular 
Disorders 

Nancy  L.  Shaw.  Assistant  Professor 

Ph.D.  (1989);  CCC-SLP 

Penn  Stale  University 

Child  Language  Development  &  Disorders 

Sharon  L  Vernor.  Clinical  Supervisor 
MS.  (1975):  CCC-SLP 
University  of  South  Carolina 
Adult  Speech-Language  Disorders 

tan  M.  Windmill,  Associate  Professor 
Ph.D.  (1983):  CCC-A 
Florida  Stale  University 
Diagnostic  and  electrophysiokigic 
Techniques 


Clerical  Staff 

Patncia  J.  CrawioaJ 
Program  Assistant  m 

Lois  A  Infow 
Secretary  H 

Betty  J.Metry 
Secretary  I 


Over 
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Part-Time  Volunteer  Faculty/Staff 


Serge  Martinez,  M.D. 

Division  of  Otolaryngology 
WelbyWinstead.  M.D. 

Division  of  Otolaryngology 
Jutie  Goldman.  M.D. 

Division  of  Otolaryngology 
Toni  Ganzel.  M.D. 

Division  of  Otolaryngology 
Denise  Garden.  M.S. 

University  Speech  Pathology  Associates 
Barbara  Chaudoin,  M.S. 

Louisville  Deaf  Oral  School 
Rebecca  Dausman.  M.S. 

Easier  Seal  Society 
Susan  Staggs,  M.S. 

Child  &  Youth  Clinic 
Marsha  Flores,  M.S. 

V.A.M.C. 
Sue  Windmill.  M.S. 

V.A.M.C, 
Rick  Laztch.  M.S. 

Kentuckiana  Ear.  Nose  &  Throat,  P.S.C. 
Norma  Newitt,  M.S. 

Humana  Hospital-Audubon 
Kathy  Panther,  MS. 

Frazier  Rehabilitation  Center 
Peter  Pearlman,  M.S. 

Louisville  Heanng  Aid  Centers,  Inc. 
Judy  Pollom,  M.S. 

Louisville  Deaf  Oral  School 
Lillian  Seligman.  M.S. 

V.A.M.C, 
Cynthia  Smith.  M.S. 

Cynthia  Smith  &  Associates 
Ellen  Somer.  M.S. 

Child  Evaluation  Center 
Therese  Boesing,  M.S. 

Easter  Seal  Society 


JoLynn  B  Drury.  MS 

JoLynn  B.  Drury  &  Assoaates 
Mary  Jane  Emrich,  M.S. 

Pnvate  Practice 
Kimberly  Huber,  M.S. 

Southeast  Rehabilitation  Center 
Mary  Krebs.  MS, 

Jefferson  County  Public  Schools 
Linda  Uaier.  M.S. 

Easter  Seal  Society 
Carole  Oglesby.  M.S. 

University  Speech  Pathology  Associates 
Ann  Perkins.  M.S- 

Oldham  County  Public  Schools 
Beverly  Schipper,  M.S. 

Easter  Seal  Society 
Denise  Weber,  M.S. 

Jefferson  County  Public  Schools 
Joyce  Wooldndge.  MS 

Commission  for  Handicapped  Children 
Joan  Dance.  M.S. 

Humana  Hospital-Audubon 
Clarice  Denoux,  M.S. 

Jefferson  County  Public  Schools 
Jane  Dyer,  MS. 

Richmond.  Peisel,  Richmond.  P.S.C. 
Margaret  Johnson,  M.S. 

University  Audiology  Associates 
Michelle  King,  M.S. 

Commission  for  Handicapped  Children 
Kimberly  Cripe.  M.S. 

Frazier  Rehabilitation  Center 
Kristi  Martin.  M.S. 

Jefferson  County  Public  Schools 
Fawn  Wujick,  M.A. 

Kentuckiana  Ear.  Nose  &  Throat.  P.S.C. 
Jenny  Kempf.  M.S. 

University  Audiology  Associates 
Vicki  Ediin.  M.S 

Easter  Seal  Society 
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APPENDIX  D 


IMPROVING  EDUCATIONAL  STANDARDS 
FOR  AUDIOLOGY 

POSITION  STATEMENTS 
AMERICAN  ACADEMY  OF  AUDIOLOGY 


American  Academy  of  Audiology:  Graduate  Education 

Background 

The  American  Academy  of  Audiology.  at  its  fomTation .  embraced  ttie  pnndple  of  a  doctoral  level  entry  to  the  practice  of 
audiology  {Audiology  Today.  11988).  The  Academy  recognized  that  extensive  consideration  was  required  regarding  both  the 
feasibility  and  the  impact  of  such  a  concept  on  the  profession  of  audiology  In  particular  the  Aademy  desired  to  examine  the 
implications  of  doctoral-level  entry  on  training  programs,  public  and  pnvate  instrtutions,  and  on  those  individuals  presently 
practong  in  the  field. 

Thus,  a  Task  Force  was  appointed  by  President  James  Jerger  in  1989.  The  Task  Rjrce  was  cfiarged  to  study  the  concept 
of  a  professional  doctorate  m  audiology  and  to  make  recommendations  regarding  implementation  of  Ifie  degree  The  Task 
Force  was  requested  to  provide  a  report  of  its  deliljerations  and  recommendations  to  the  Academy's  Executive  CommiHee. 
The  mer-bers  of  the  Task  Force,  Lucille  Beck.  Car!  Binnie.  Alan  Feldman,  Barry  Freeman.  Susan  Jerger.  Richard  Talbott.  Chair. 
and  Richard  Wilson,  met  in  Houston,  Texas  on  January  26  and  27  1990 

In  tfieir  delitjerations.  the  Task  Force:  1)  considered  open-ended  input  received  directty  from  the  memloership  of  the 
Academy:  2)  examined  existing  plans  on  professional  doctorates  acquired  from  other  organizations:  and  3)  received  input 
based  on  tfie  experience  and  expertise  of  the  Task  Force  members.  The  report  of  the  Task  Force  was  submitted  to  and 
accepted  by  the  Executive  Committee  of  the  Acadmey  on  February  3. 1990  A  writing  group  (Judy  Gravel,  Linda  Hood,  and 
Rck  ■felbott)  synthesized  the  Task  iTjrce  report  into  a  Position  Statement  tor  presentation  to  ttie  fylembership  at  the  Academy's 
Annual  H/eeting  in  New  Orleans.  April  1990. 

Position  Statement 

The  Amencan  Academy  of  Audiology  endorses  the  doctoral  degree  as  the  appropriate  minimal  entry  leiel  degree  for  ttie 
practce  of  audiology  This  level  of  training  is  necessary  to  ensure  the  prevision  of  the  highest  standards  of  servce  deli\«ry  to 
individuals  with  auditory  and  other  related  communications  disorders  The  professional  doctorate  degree  establishes  ttie 
audiologist  in  a  cleariy-defined  and  prominent  role  within  the  health -care  delivery  system  and  supports  the  professional 
autonomy  of  the  audiologist  in  the  practice  of  audiology. 

To  this  end.  the  Academy  shall  actively  seek  to  influence  training  institutions,  federal  and  state  regulatory  agencies,  fiscal 
intermedianes.  professional  organizations  and  the  general  public  toward  the  acceptance  of  the  doctorate  as  the  minimum 
degree  required  for  the  practice  of  audiology 

Several  basic  principles  are  hereby  adopted  by  the  Academy  to  guide  its  advocacy  in  this  regard,  as  follows: 

•  The  Acaderrry  shall  foster  and  seek  cooperatve  efforts  between  itself  and  other  professional  organeatons  and 
academic  institutions  pursuant  to  the  development  of  recommended  programs  of  study  for  the  professional  doctorate. 
The  purpose  of  ttiese  recommendations  will  be  to  eslablisp.  academic  and  dinical  requirements  fc'  ttie  professional 
doctorate  degree  Such  requirements  should  be  sufficiently  flexible  to  facilitate  individual  university/college  variance  in 
the  models  under  which  doctoral  level  education  in  audiology  is  presided. 

•  The  Au.D-  is  an  appropnate  designator  tor  ttie  professional  doctorate  in  audiotogy 

•  A  tjaccalaureate  degree  from  an  accredited  university/college  is  recommended  for  entrance  into  a  professional 
doctorate  program. 

•  Ttie  Academy  does  not  endorse  ttie  grandfathenng  or  entitlement  of  any  degree  or  title 

•  The  Academy  will  actively  encourage  univeisityfcollege  programs  to  modify  entrance  requirements,  provide  credit  lor 
demonstrated  competence  m  the  field .  and  alkw  matriculation  on  a  full  or  part-time  bass  for  audiologists  desinng  to 
complete  the  professional  doctorate  requirements 

PutHehed in  Audiology  Ibclay.  <*>lume  2.  Number  5  SeptemDo'Octolxr.  1990.  p  10. 


AMERICAN 
ACADEMY  OF 
AIJDIOLOGY 


^ 


DCXCamm  laqtnBi 20^■6«^«W7  1lillFiie:80aAAA-23M  iii:2a2-9U-Stf« 


308 


The  issue  of  the  professional 
(todorate  (Au.O )  as  the 
appfopriate  entry  degree  for 
audidogy  has  t)een  growng  in 
importance  and  interest  At  the 
1991  Comention  of  the  teademy, 
the  Becuttve  Committee 
appointed  an  ad  hoc  ixmmittee 
from  the  Board  of  Representaliws 
consisting  of  Charies  Bertin.  James 
Ciirran.  F^cia  Nordstnsm  and 
Gfetchen  Syfert  to  produce  a 
document  utilizing  sections  of  tvro 
prwiousiy  unpublished  wrhing 
papers^  well  as  other  sounss. 
James  Curran  and  V%ne  Olsen 
were  asi«d  to  further  refine  the 
positron  paper  in  terms  of  style 
and  expression  without  change  to 
its  content.  Tlie  Board  of 
Representatives  and  Eiccuttve 
Committee  unanimousty  passed 
the  final  revised  document,  ft 
deatly  slates  the  teademy  and  its 
membership  befiew  in  the  cntical 
need  for  impnji«menl  in  the 
quality  of  education  that  future 
audiotogist-practit)onei3  will 
receiw. 


POSITION  STATEMENT 


The  American  Academy  of  Audiology  and  the 
Professional  Doctorate  (Au.D.) 

Introduction 

The  American  Academy  of  Audiology  endorses  the  concept  of  the  professional 
doctorate  in  audiology  as  the  appropriate  entry-level  degree  for  the  practice  of  audiology'  .^ 
The  advanced  level  of  training  the  professional  doctorate  mandates  is  necessary  to  ensure 
the  provision  of  the  highest  standards  of  delivery  of  service  to  individuals  with  auditory  and 
other  related  disorders  and  to  their  families  The  professional  doctorate  establishes 
audiologists  in  a  clearly  defined  and  prominent  role  within  the  hearing  health  care  delivery 
system  and  strengthens  their  position  as  autonomous  practitoners  and  pro/iders  of 
audiological  services.^ 

Policy  Statements 

The  specrfic  purpose  of  the  professional  doctorate  in  audiology  is  to  prepare  highly 
skilled  practitoners.  Professional  doctorate  programs  in  audiology  must  significantly 
exceed  the  academic  and  training  experiences  provded  t)y  fvlaster's  level  programs  and 
provide  at  least  tour  years  training  and  education  after  the  completion  of  accredited 
Baccalaureate  virork.^  Such  programs  must  demonstrate  sufficient  depth  and  breadth  to 
warrant  the  dcxioral  designation  <  An  entirely  different  degree  designahon,  the  Au  D 
(Doctor  of  Audiology),  is  necessary  to  describe  this  professional  degree  and  to  differentiate 
it  from  the  research-oriented  Ph  D. 

The  Academy  shall  seek  to  influence  academic  institutions,  federal  and  state 
regulatory  agencies,  fiscal  intermedianes.  professional  organizations  and  the  general 
public  towards  the  acceptance  of  the  professional  doctorate  in  audiology  (Au-D.)  as  the 
preferred  entry-level  degree  for  the  practice  of  audiology 

Guiding  Principles 

The  focus  of  an  academic  doctorate  (Ph.D )  is  on  research  culminating  in  the 
dissenafion  for  the  Ph.D.;  the  focus  of  the  professional  doctorate  in  audiology  (Au.D.)  is  on 
the  development  of  clinical  proficiency  The  Ph  D.  is  defined  as  the  mark  of  highest 
achievement  in  preparation  for  creative  schofarship  and  research,  often  in  association  with 
a  career  in  leaching  at  a  university  or  co//ege.*  The  professional  doctorate  (Au  D)  is.  the 
highest  university  award  given  in  a  particular  field  in  recognition  of  completion  ol  academic 
preparation  for  professional  practice  and  does  not  require  a  dissertation  for  its  completion  J' 

The  primary  objective  of  the  Au.D.  program  is  to  produce  audiologists  who  are 
functionally  competent  in  presiding  the  wide  array  d  diagnosfic.  remedial  and  other  skills 
and  services  associated  with  the  practice  of  audiology  Hence,  there  is  major  empfiasis  on 
tfie  clinical  learning  experience  Although  the  professional  doctorate  in  audiology  (Au  D.)  is 
not  a  research-oriented  degree,  it  is  imperative  that  student-practitioners  be  familiar  with  the 
scientific  and  research  literature  that  undergirds  audiology,  have  the  knowledge  and  the 
skills  requisite  to  evaluate  and  interpret  the  audiological  and  related  research  literature  and 
be  able  to  synthesize  and  apply  pertinent  research  knowledge  to  tfie  problems  of  clinical 
practce* 

ideally,  Au.D.  degree  programs  should  be  organized  and  impleinented  within 
sponsoring  institutions,  such  as  colleges  and  universities,  that  will  prcvide  for  an 
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independerit  school  and  faculty  and  should  be  consliiuled 
similar  m  nature  to  the  degree  programs  which  grant 
doctorates  m  other  professions,  such  as  dentistry,  medone. 
opiDmetry,  velennary  medone.  etc  Traditional  graduate 
programs  are  staictuned  to  grant  academic  doctorates  rather 
than  prolessional  doctorates  Consequently  Au.D.  programs 
should  be  administered  whenever  possible  independent  of 
existing  graduate  school  programs.*  They  should  be 
practitioner  and  patient-service  drivren.  le.,  the  basic 
onenlation  of  the  training  programs  should  be  to  taalitate  the 
development  of  the  highest  level  of  audidogical  skills  m  the 
student-practiDoner.  with  concomitant  emphasis  on  delr\»v 
of  superior  audiological  services  to  the  patient. 

Considerable  responsibility  falls  upon  the  dinical  and 
academic  faculty  It  must  tje  large  and  diverse  enough  to 
represent  to  the  student-practitioners  the  leading  edge  of 
hearing  care  skills  and  services  Didactic  instruction  should 
focus  on  direct  application  of  audiological  sciences  to 
heanng  care  needs.^  The  faculty  and  the  sponsonng 
institution  will  have  the  ultimate  responsibility  to  evaluate 
formally  the  student-practitoner's  progress  and  to  assess  the 
student-practiConer's  mastery  of  the  program's  content, 
pursuant  to  the  awarding  of  the  Au.D.  degree. 

The  AAAudiology  is  fully  aware  the  implementation  of  the 
professional  doctorate  m  audiology  (Au.D.)  contains 
significant  challenges  and  departures  m  audiological 
education,  and  will  foster  and  seek  cooperative  effort 
between  teelf  and  degree  granting  institutions  to  develop 
programs  lomtly  acceptalDle  to  the  AAAudiology  and  related 
professional  organizations 

The  Clinical  Training  Program 

The  Au.D  educational  process  assumes  development  of 
broadly  based  dmical  rotations  based  on  substantive 
academic  achievement  Trie  preparation  of  the  complete 
practitoner  rests  upon  three  essential  foundations 

•  (vlastery  of  the  audiological  knowledge  base  (See 
Appendix) 

•  Extensive  dinical  experience  and  rotations 

•  Role  modeling  based  on  exposure  to  experienced, 
practicing  clinicians 

It  is  recommended  that  ttie  student  receive  Ijetv^en 
2500  and  3000  hours  of  clinical  expenence  virth  an  extensive 
variety  of  oases  and  preceptors.  Student-practitioners  should 
be  exposed  extensively  to  di^rse  and  challenging  clinical 
populations.  Appropriate  clinical  training  environments 
should  include  but  not  be  limited  to: 

•  Audiology/Medical  practices 

•  Autonomous  private  practices  in  audiology 

•  Community  dinics 

•  Hospitals 


•  Industrial  settings 

•  Local  education  agerxaes 

•  Schools  for  tiTe  fieanng-impaired 

•  Uni\ersity  or  college  dinics 

At  least  four  separate  rotations  from  tfie  eboje  list  are 
recommended  as  a  minimum  as  trie  student  progresses 
through  the  program  of  study  The  process  of  dinical 
expenence  sfiould  evolve  in  scope  and  complexity  from 
limrted  dinical  exposure  with  dose  supervision  during  the  first 
years,  to  fourth  year  independent  status  Whereas  trie  first  (wo 
years  of  the  program  are  heavily  weighed  towards  didactic 
classes  and  program  are  fieavily  weighted  towards  didactic 
dasses  and  laboratory  couisework.  emptiasis  during  the 
second  tvwD  years  shifts  to  dmical  learning  experiences.'  The 
proportion  of  dinical  learning  expenences  as  compared  to 
academic  instruction  dunng  the  professional  doctorate 
(Au.D)  program  is  depcted  below. 
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Appendix 

The  intent  of  this  section  is  to  specify  general  areas  of 
study  which  are  considered  essential  to  the  kncMrtedge  base 
of  the  audiologist-practitioner'  It  is  understood  that  the  exact 
specification  of  curriculum  and  emphasis  is  the  responsibility 
and  properly  the  domain  of  ttie  educaConal  instituton  that 
offers  the  Au.D  degree  As  m  most  professional  degrees,  a 
base  science  core  is  essential  This  core  can  be  prcvided  by 
base  science  faculty  from  other  departments  and  schools 
within  the  degree  granting  institution.  The  following  general 
areas  of  study  are  recommended. 

Basic  science  areas  include 

Physics  of  sound,  acoustics,  psychoacoustics 

Research  methods  and  statistics 

Speecn  science  and  perception 

Computer  science 

Electronics,  instrumentation  and  calibration 

Gross  anatomy,  neuroanatomy  and  neurophysiology 

Anatomy  and  physiology  of  heanng 
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Diseases  and  pathokjgies  of  the  ear  and  nervous 

system 
Related  medical  diagnosis  and  treatment 
Embryology  and  genetics 
Clinical  ptiarmacology 
Epidemiology 
Radiograptiic  tectiniques  and  imaging 

General  areas  of  professional  instruction  include: 

1  Audiologic  assessment 

•  Case  history/interview  tecfiniques 

•  Ptiysiologic  measurements 

•  Electrophysiologic  measurements 

•  Behavioral  tests  of  auditory  function 

•  Communication  measurement  scales 

2  Medical  considerations 

•  Audiologic  manifestations  of  ear  disease 

•  Clinical  diagnosis  and  evaluation  of  auditory  pathology 

•  Clinical  decision  analysis 

3.  Clinical  decision  process/counseling 

•  Counseling  strategies  and  techniques 

•  Referral  procedures  and  case  management 

•  Interprofessional  relationships  and  responsibilities 

•  Personal  and  interpersonal  dynamics 

4.  Professional  issues 

•  Ethical/legal/quality  improvement  issues 

•  Fiscal  intermedianes'government  agencies 

•  Practice  management/healthcare  marketing 

•  Forensic  audiology 

5  Conservation  of  hearing  and  prevention  of  hearing  loss 

•  Public  and  consumer  education 

•  Hearing  conservation  models 

•  Identification  and  screening  rrKXJels 

•  Federal/stale  regulations 

•  Worl<er's  compensation  issues 
6.  Special  populations 

•  Pediatric  audiology 

•  Geriatric  audiology 

•  Difficult  to  test,  including  developmental  disabilities 


7  Audiologic  habilitation  and  rehabilitation 

•  Normati\«  developmental  models 

•  Auditory  training 

•  Visual  communication,  including  speech  reading 

•  Manual  communication  systems  and  skills 

•  Speech  and  language  of  the  deaf  and  hard  of  hearing 

•  Educational  management 

8  Management  of  amplification 

•  Physical  and  electroacoustic  characteristics  of 
amplifying  devices 

•  Methods  of  evaluation 

•  Rehabilitative  procedures 

•  Dispensing 

•  Assistive  devices 

•  Implantable  devices 

9  Vestibular  evaluation 

•  Techniques  and  procedures 

•  Rehabilitative  strategies 

—Denver,  April  28. 1991 
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APPENDIX  E 


SCOPE  OF  PRACTICE 

POSITION  STATEMENT 
AMERICAN  ACADEMY  OF  AUDIOLOGY 

Audiology:  Scope  of  Practice 


Developfnert  of  a  Scope  of 
PraOce  doojmem  be^n  in  1990 
iwth  the  wofl^  of  an  ai^ /uc 
coinmillee  on  Scope  ol  Practice, 
chaired  by  Mison  Qnms.  The 
document  was  put  into  final  lomat 
by  Robert  W  Keltic  in  1992 

Tlie  Scope  of  Practice 
docurnent  describes  ttie  range  of 
interests,  C9)abilities  and 
professional  activities  of 
audidogists.  It  defines 
audiolooists  as  independerrt 
practitioners  and  provides 
examples  of  settings  in  which 
they  are  engaged.  II  is  not 
intended  to  exclude  paitidpation 
in  activities  outside  of  those 
delineated  in  the  document  The 
overnding  pnndple  is  that 
members  of  the  Academy  will 
provide  on/^  those  sennces  for 
which  they  are  adequately 
prepared  through  their  academic 
anddinical  training  and  their 
expenence,  and  that  therr  oractios 
is  consstsnt  with  the  Academy 
Code  of  Ethics. 

As  a  dynamic  and  growing 
profession,  the  fieid  of  audiology 
will  ctiange  over-time  as  new 
infomtation  is  acquired.  This 
Scope  oi  Praclioe  document  win 
receive  regular  review  for 
consistency  with  current 
Itnowledge  and  practice. 


I.  Purpose 

The  purpose  of  this  document  is  to  define  the  profession  of  audiology 
by  its  scope  of  practice.  This  discument  outlines  those  activities  that  are 
within  the  specialty  of  the  profession.  This  Scope  of  Practice  statement  is 
intended  to  be  used  by  audiologists.  allied  professionals,  consumers  of 
audiological  services,  and  the  general  public.  It  serves  as  a  reference  for 
issues  of  service  delivery,  third-party  reimbursement,  legislation,  consumer 
education,  regulatory  action,  state  and  professional  licensure  and  inter- 
professional relations.  The  document  is  not  intended  to  be  an  exhaustive 
list  of  activities  in  which  audiologists  engage.  Rather,  it  is  a  broad 
statement  of  professional  practice.  Periodic  updating  of  any  scope  of 
practice  statement  is  necessary  as  technologies  and  perspectives 
change. 

II.  Definition  of  an  Audiologist 

The  central  theme  of  the  profession  of  audiology  is  auditory 
impairment  and  its  associated  communicative  disorders.  Audiologists  are 
primarily  concerned  with  the  identification,  evaluation,  and  rehabilitation  of 
the  individual  with  either  peripheral  or  central  auditory  impairment,  and 
with  the  prevention  of  such  impairment.  All  professional  activities  related  to 
this  central  theme  fall  within  the  purview  of  audiology.  In  addition, 
professional  activities  related  to  vestibular  function  fall  within  the 
competence  of  audiologists.  An  audiologist  is  a  person  who,  by  virtue  of 
academic  and  clinical  training  and  appropriate  certification  and/or 
licensure,  is  uniquely  qualified  to  provide  a  comprehensive  array  of 
professional  services  related  to  the  assessment  and  rehabilitation  of 
persons  with  auditory  and  vestibular  impairments,  and  to  the  prevention  of 
these  impairments.  The  audiologist  serves  in  a  number  of  roles:  clinician, 
therapist,  teacher,  consultant,  researcher  and  administrator. 

Audiologists  provide  clinical  and  academic  training  to  students  in 
audiology  Audiologists  teach  physicians  and  medical  students  about  non- 
medical and  non-surgical  aspects  of  hearing  and  hearing  loss  They  also 
provide  information  and  training  on  all  aspects  of  hearing  and  vestibular 
function  and  communication  disorders  and  rehabilitation  to  other 
professionals  including  psychology  counseling,  rehabilitation,  education 
and  other  related  professions.  Audiologists  also  provide  information  and 
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services  to  business  and  industry.  Furttier, 
audiologists  serve  as  expert  witnesses  within  the 
boundaries  of  forensic  audiology. 

The  audiologist  is  an  independent  practitioner, 
who  provides  services  in  hospitals,  clinics, 
schools,  private  practices  and  other  settings  in 
which  audiological  services  are  relevant. 

III.  Scope  of  Pi^ctice 

The  scope  of  practice  of  audiologists  is 
defined  by  the  training  and  knowledge  base  of 
professionals  who  are  licensed  and  certified  to 
practice  as  audiologists  Areas  of  competence 
include  assessment  and  rehabilitation  of 
individuals  with  auditory  and  vestibular  disorders, 
prevention  of  hearing  loss,  and  research  in  normal 
and  disordered  auditory  and  vestibular  function. 
The  practice  of  audiology  includes: 

A.  Assessment 

Specifically,  assessment  of  hearing  includes 
the  administration  and  interpretation  of  behavioral, 
electroacoustic,  and  electrophysiologic  measures 
of  the  peripheral  and  central  auditory  systems. 
Assessment  of  the  vestibular  system  includes 
administration  and  interpretation  of  clinical  and 
electrophysiologic  tests  of  equilibrium. 
Assessment  is  accomplished  using  standardized 
testing  procedures  and  appropriately  calibrated 
instrumentation 

B.  Rehabilitation 

The  audiologist  is  the  professional  who 
provides  the  full  range  of  rehabilitative  services 
for  persons  with  hearing  impairment  The 
audiologist  is  responsible  for  the  evaluation  and 
fitting  of  all  types  of  amplification  devices, 
including  hearing  aids  and  assistive  listening 


devices  The  audiologist  determines  the 
appropriateness  of  amplification  systems  for 
persons  with  hearing  impairment,  evaluates  their 
benefit,  and  provides  counseling  regarding  their 
use  Audiologists  conduct  otoscopic 
examinations,  clean  ear  canals,  take  ear 
impressions,  fit  and  dispense  hearing  aids  and 
other  amplification  systems 

Audiologists  are  also  Involved  in  the 
rehabilitation  of  persons  with  vestibular  disorders 
They  may  participate  as  full  members  of 
vestibular  rehabilitation  teams  to  recommend  and 
carry  out  goals  of  vestibular  rehabilitation  therapy 
including,  for  example,  habituation  exercises, 
balance  retraining  exercises,  and  general 
conditioning  exercises 

The  audiologist  is  the  member  of  the  cochlear 
implant  team  who  determines  candidacy  based 
on  auditory  and  communication  information.  The 
audiologist  provides  pre-  and  post-surgical 
assessment,  counseling,  auditory  training, 
rehabilitation,  implant  programming,  and 
maintenance  of  implant  hardware. 

The  audiologist  provides  rehabilitation  to 
persons  with  hearing  impairment,  and  is  a  source 
of  information  for  family  members,  other 
professionals  and  the  general  public.  Counseling 
regarding  hearing  loss,  the  use  of  hearing 
prosthetic  devices  and  strategies  for  improving 
speech  recognition  is  within  the  expertise  of  the 
audiologist.  Additionally,  the  audiologist  provides 
counseling  regarding  the  effects  of  hearing  loss  on 
communication  and  psychosocial  status  in 
personal,  social  and  vocational  arenas. 

The  audiologist  administers  services  to 
students  of  all  ages  with  hearing  impairment  from 
pre-school  through  high  school,  including 
identification,  evaluation  and  rehabilitation.  The 
audiologist  is  an  integral  part  of  the  team  within 
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the  school  system  which  manages  hearing 
impaired  students  and  students  with  central 
auditory  processing  disorders.  The  audiologist 
serves  as  the  resource  for  school  personnel  in  the 
development  of  Individualized  Educational 
Programs  (lEP's)  and  in  matters  pertaining  to 
classroom  acoustics,  assistive  listening  systems, 
hearing  aids  and  communication,  and  maintains 
both  classroom  assistive  systems  as  well  as 
student's  personal  hearing  aids.  The  audiologist 
administers  hearing  scree.ning  programs  in 
schools,  and  trains  and  supervises  non- 
audiologists  performing  hearing  screening  in  the 
educational  setting. 

C.  Hearing  Conservation 

The  audiologist  designs,  implements  and 
coordinates  industrial  and  community  hearing 
conservation  programs.  This  includes 
identification  and  amelioration  of  noise-hazardous 
conditions,  identification  of  hearing  loss, 
recommendation  and  counseling  for  use  of 
hearing  protection,  employee  education,  and  the 
training  and  supervision  of  non-audiologists 
performing  hearing  screening  in  the  industrial 
setting. 

D.  Research 

The  audiologist  is  one  of  the  professionals 


responsible  for  the  design,  implementation, 
analysis,  interpretation,  and  administration  of 
research  related  to  the  auditory  and  vestibular 
systems 

E.  Additional  Expertise 

Some  audiologists,  by  virtue  of  education, 
experience  and  personal  choice,  choose  to 
specialize  in  a  particular  specialty  area  of 
practice  and  thereby  confine  their  skills, 
knowledge  and  practice  to  that  specialty.  Further, 
some  audiologists,  by  virtue  of  education, 
experience  and  personal  choice,  engage  in 
activities  outside  of  those  defined  in  this  scope  of 
practice.  Nothing  in  this  document  shall  be 
construed  to  limit  individual  freedom  of  choice  in 
this  regard  provided  that  the  activity  is  consistent 
with  the  American  Academy  of  Audiology  Code  of 
Ethics. 

This  document  will  be  reviewed,  revised  and 
updated  periodically  in  order  to  reflect  changing 
clinical  demands  of  audiologists  and  in  order  to 
keep  pace  with  the  changing  scope  of  practice 
reflected  by  these  changes  and  innovations  in  this 
specialty. 
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September  13,  1993 

The  Honorable  David  Pryor 
Chairman,  Senate  Special  Committee  on  Aging 
SR-267  Russell  Senate  Office  Building 
Washington,  DC    20510-0402 

Dear  Senator  Pryor 

The  Hearing  Industries  Association  (HIA)  represents  31  companies 
that  manufacture  and  distribute  hearing  aids,  hearing  aid 
components,  accessories  and  hearing  health  care  products  In  the 
United  States.  As  the  representative  of  the  companies  that  produce 
over  80  percent  of  the  hearing  aids  sold  In  the  US,  HIA  appreciates 
the  opportunity  to  submit  this  statement  for  inclusion  in  the  record  of 
the  September  15,  1993  hearing  on  hearing  aids  before  the  Senate 
Special  Committee  on  Aging. 

HIA  agrees  with  the  need  identified  by  the  Committee  to  examine 
periodically  the  role  of  hearing  aids  from  a  public  health 
perspective.  Importantly,  hearing  loss  is  the  third  most  prevalent 
chronic  condition  affecting  older  Americans.  While  estimates  vary 
and  most  are  understated,  as  they  are  based  only  on  self-reported 
hearing  losses,  the  National  Center  for  Health  Statistics  estimates 
that  there  are  approximately  28  million  individuals  In  the  US  with  a 
degree  of  hearing  loss;  we  know  that  the  vast  majority  of  those 
individuals  are  over  age  50. 

While  hearing  loss  Is  not  exclusively  a  function  of  the  aging 
process,  it  is  a  common  partner.  Yet,  for  a  variety  of  reasons,  most 
individuals  over  the  age  of  50  years,  and  even  those  who  suspect 
that  their  hearing  is  a  problem,  have  not  had  a  complete 
evaluation  of  their  hearing.  Of  those  with  identified  hearing 
problems,  three-quarters  do  not  yet  benefit  from  the  only 
assistance  available,  hearing  aids. 

Hearing  aids  do  not  cure  hearing  loss.  Treatment,  either  medical 
or  surgical,  may  alleviate  some  hearing  losses  or  even  provide  a 
cure  for  at  most  an  estimated  10  percent  of  individuals  with 
hearing  loss.  For  many  of  the  rest,  hearing  aids  can  and  do 
provide  a  significant  benefit  and,  indeed,  amplification  is  the  only 
assistance  available  to  provide  hearing  help  in  communicative 
situations. 
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As  the  American  population  ages,  therefore,  we  think  it  is  quite  appropriate  to 
examine  the  issues  sun-ounding  the  sale  and  use  of  hearing  aids  in  this  larger 
context.  We  are  of  the  view  that  our  industry  has  much  to  contribute  to  the 
general  health,  well-being  and  independent  functioning  of  people  with  hearing 
losses.  We  take  our  manufacturing,  marketing,  and  research  activities  very 
seriously  in  light  of  the  importance  of  our  products. 

When  we  look  in  perspective  at  the  public  health  dimensions  of  hearing  loss, 
one  must  be  stnjck  by  a  few  observations... 

First,  the  vast  majority  of  adults  In  this  country  with  hearing  loss  have  never 
received  a  complete  hearing  evaluation  and  do  not  benefW  from  using 
amplification  or  corrective  devices.  In  a  study  conducted  in  the  eariy  1980s,  HIA 
found  that  68%  of  individuals  with  hearing  losses  received  no  recommendation 
about  further  testing  or  treatment  or  they  received  a  negative  recommendation 
against  using  hearing  aids  from  their  physicians. 

This  finding,  coupled  with  other  studies  that  revealed  the  critical  role  that  a 
physician  recommendation  plays  in  an  individual's  decision  to  seek  hearing 
health  help,  resulted  in  infonnation  efforts  by  the  hearing  aid  Industry.  Over  the 
past  decade,  HIA  has  conducted  professional  seminars  at  the  annual  meetings 
of  the  American  Academy  of  Family  Physicians  (AAFP)  and  family  physicians' 
state-level  society  meetings.  Further,  HIA  funded  the  production  of  a  video 
course  about  hearing  loss  and  hearing  aids  developed  by  the  t^aryland 
Academy  of  Family  Physicians  and  endorsed  by  the  AAFP  for  Continuing 
Medical  Education.  Additionally,  HIA  implemented  a  generic  informational 
advertising  campaign  encouraging  p.iysicians  to  screen  hearing  electronically 
on  a  routine  basis;  these  ads  are  mnning  in  publications  such  as  Patient  Care 
and  Postgraduate  Medicine  and  they  offer  an  HIA  publication,  "The  Physician's 
Guide  to  Hearing  Loss."  Another  study  has  confirmed  that  these  and  other 
efforts  resulted  in  increasing  the  percentage  of  physical  examinations  that 
include  a  preliminary  hearing  screening  from  16%  to  almost  21%,  but  that  still 
Indicates  that  three-iojrths  of  adults  will  not  even  receive  a  screening  test. 

Research  indicates  that  individuals  are  reticent  to  Identify  a  hearing  problem  for 
a  number  of  reasons.  Hearing  loss  is  usually  painless  and  gradual  In  its  onset 
and  development,  allowing  individuals  to  function  adequately  with  certain 
degrees  of  adaptation  in  the  early  stages.  Addltionalty,  data  confinns  that 
people  associate  hearing  loss  with  aging,  a  process  that  is  denied  and  delayed 
to  all  possible  extent  in  our  youth-oriented  society. 

Further,  many  people  do  not  regard  hearing  loss  as  a  serious  problem.  In  fact,  it 
is  a  problem,  aind  we  would  strongly  urge  your  committee  to  underscore  this 
fact.  Hearing  loss  can  cause  people  to  become  Isolated  and  detached.  It  can 
cause  them  to  perform  less  efficiently  at  wortc  and  to  lose  contact  with  family 
activities.  In  the  extreme,  uncorrected  hearing  loss  can  cause  people  to 
become  depressed  and  even  suk:idal.  The  companies  that  making  hearing 
aids  and  related  products  view  hearing  loss  as  a  health  issue  that  must  receive 
higher  priority  In  the  United  States  and  we  urge  the  Committee  to  help 
underscore  its  importance. 

Second,  the  majority  of  hearing  aid  purchasers  and  users  are  satisfied  with  their 
hearing  aids.  One  of  the  major  investigations  of  consumer  satisfaction  with 
hearing  aids,  the  h/ariceTrak  research,  has  demonstrated  that  the  majority  of 
consumers  are  generally  satisfied  with  hearing  aids  and  believe  that  their 
quality  of  life  Is  enhanced  by  hearing  aid  use. 

HIA  published  a  special  report  on  this  research  and  it  is  provided  with  this  letter 
as  Attachment  I.  The  key  findings  of  this  research,  in  addition  to  general 
satisfaction  with  hearing  aids  by  users,  are:  almost  80  percent  of  satisfied  users 
would  recommend  hearing  aid  use  to  their  friends;  consumers  are  very  satisfied 
with  the  services  of  their  hearing  aid  dispensers;  and  two  out  of  three  of  them 
would  repun^hase  their  current  brand  of  hearing  aid. 

The  quality  of  life  findings  reported  in  N/larkeTrak  are  also  reflected  in  numerous 
research  findings.  Of  particular  Importance  is  one  study  that  was  reported  in  the 
August  1990  issue  of  the  Annals  of  Intemal  Medicine.  This  article,  provided  with 
this  letter  as  Attachment  II,  concludes  that,  'Hearing  loss  Is  associated  with 
important  adverse  effects  on  the  quality  of  life  of  elderly  persons,  effects  which 
are  reversible  with  hearing  aids.' 

Third,  but  related  to  the  previous  point,  HIA  believes  that  the  actual  hearing  aid 
users'  satisfaction  rate  Is  even  higher  than  cun-ent  studies  sfiow,  due  to  the  fact 
that  the  studies  fail  to  distinguish  between  satisfaction  and  benefit.  No  one 
wants  to  wear  a  hearing  aid  as,  like  any  prothestic  device,  the  hearing  aid  can 
only  help  compensate  but  cannot  replace  the  lost  hearing  eibility. 
Consequently,  tfie  user  will  view  the  devk^  as  an  unwanted  necessity,  and  it  is 
fundamentally  wrong  to  apply  standard  measures  of  consumer  satisfaction  to 
this  type  of  prtxjuct. 
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HIA  believes  that  benefit  levels,  as  opposed  to  satisfaction  levels,  are  quite 
high.   Individuals  will  report  an  ability  to  hear  better,  to  understand  speech 
better,  to  listen  with  less  effort  when  using  their  hearing  aids.   However,  even 
with  these  benefits,  they  may  continue  to  report  less  than  100  percent 
satisfaction,  as  again  the  hearing  aid  cannot  restore  or  replace  abilities  that 
have  been  lost.  The  inherent  technological  limitation  of  a  hearing  aid  and  the 
desire  of  all  individuals  to  maintain  maximum  function  may  result  in  unmet 
expectations  that  are  incorrectly  viewed  as  dissatisfaction  with  the  hearing  aid. 

Fourth,  the  hearing  aid  industry  is  well  aware  of  and  fully  understands  the 
advertising  issues  raised  by  the  Food  and  Drug  Administration  (FDA).  As  you 
know,  a  number  of  manufacturers  have  received  letters  from  FDA  raising 
questions  about  claims  made  in  advertising,  and  these  companies  are 
cooperating  fully  with  the  agency.  Further,  let  me  assure  you  that  all  members 
of  HIA  are  seeking  to  comply  fully  with  FDA's  concerns,  and  they  are  worthing  to 
ensure  that  advertising  now  appearing  is  responsive,  to  the  degree  possible,  to 
the  FDA's  stated  concerns. 

We  would  hope  that  your  hearing  focuses  on  the  high  degree  of  compliance  by 
our  industry  in  responding  to  FDA  rather  than  on  FDA's  perception  of  previous 
offenses.  To  dwell  on  the  FDA's  past  actions  would  mislead  the  public  into 
believing  that  the  hearing  aid  industry  is  unresponsive  and  irresponsible. 

At  the  same  time,  HIA  believe  that  there  are  claims,  beyond  the  ones  authorized 
by  FDA,  that  can  be  made  for  hearing  aids,  particularly  claims  that  deal  with 
enhancement  of  quality  of  life.  We  have  opened  a  constructive  dialogue  with 
FDA  to  seek  to  identify  additional  claims  that  can  be  made.  If  further  studies  are 
required  to  document  such  claims,  they  will  be  undertaken. 

Fifth,  we  believe  that  the  public  is  well-protected  in  the  present  system  by  which 
hearing  aids  are  purchased.   Manufacturers  of  hearing  aids  provide,  at  a 
minimum,  a  full  one-year  warranty  that  covers  all  standard  features  and  usually 
includes  even  loss  and  damage  coverage  for  the  hearing  aid.  Additionally,  all 
manufacturers  provide  dispensers  with  at  least  a  30-day  retum  policy.   Studies 
of  dispensing  practices  reflect  that  most  dispensers,  in  turn,  extend  this  privilege 
to  their  consumers.  This  means  that  purchasers  of  hearing  aids,  most  of  which 
are  custom-made  to  fit  that  specific  individual,  can  retum  their  hearing  aids 
within  the  appropriate  time  frame  if  dissatisfied  for  any  reason  and  receive  a 
refund.  HIA  knows  of  no  other  custom-made  products  for  which  there  is  this 
type  of  consumer  satisfaction  guarantee. 

Indeed,  the  industry  recognizes  that  some  degree  of  the  only  5-6  percent  refund 
rate  of  hearing  aids  is  due  to  unrealistic  expectations  of  the  hearing  aid's 
perfonmance.   However,  given  the  significant  underutilization  of  amplification,  it 
is  important  that  hearing  aid  manufacturers  and  dispensers  be  able  to  maintain 
positive  and  truthful  advertising  and  promotional  messages.   It  would  be  a  great 
disservice  to  the  public  to  discourage  visits  to  hearing  health  care  providers. 

Consumers  over  age  18  have  the  option  to  secure  a  medical  examination  it  they 
choose  or  to  waive  this  requirement  if  they  elect  to  do  so.  This  system  has 
wor1<ed  well  to  provide  consumers  with  appropriate  options  in  pursuing  the 
purchase  of  a  hearing  aid.  We  understand  that  FDA  Intends  to  change  this 
waiver  provision,  and  we  will  comment  on  the  proposed  changes  as 
appropriate.   HIA  does  not  see  a  compelling  need  for  change  in  the  present 
system,  which  we  believe  is  serving  consumers  well.   If  companies  or 
dispensers  are  not  complying  with  the  FDA's  regulations,  the  agency  should 
enforce  its  rules.   However,  changing  the  regulation  because  consumers  accept 
the  lawfully  available  waiver  is  wrong,  and  contrary  to  consumer  interests. 

We  are  all  well  aware  that  there  are  anecdotes  about  people  who  feel  that  the 
current  system  of  purchasing  has  not  wort<ed  well  for  them.  Let  me  assure  you 
that  for  every  anecdote  that  raises  questions  about  hearing  aids,  there  are 
many,  many  more  that  could  be  obtained  from  satisfied  users.  Anecdotes  may 
make  for  entertaining  television  and  media-appealing  sound-bites.   But  they  do 
not  provide  the  basis  for  any  broad  conclusions  that  there  are  abuses  in  the 
system,  or  that  consumers  are  generally  dissatisfied.  In  fact,  HIA  and  others 
regulariy  conduct  objective,  statistically-based  surveys  to  detect  any  trends 
toward  dissatisfaction,  and  we  find  no  evidence  that  the  public  is  uncomfortable 
with  the  present  system. 

We  would  urge,  therefore,  that  as  your  Committee  examines  issues  about 
hearing  aids,  you  not  be  swayed  by  anecdotal  experiences,  but  rather  by  sound 
and  objective  public  opinion  research.   It  would  be  a  great  disservice  to  the 
public  to  be  led  to  believe,  based  on  individual  anecdotes,  that  the  purchase 
and  dispensing  of  hearing  aids  poses  a  serious  problem. 
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Finally.  HIA  believes  that  concerns  about  prices  are  ill-founded.   Hearing  aid 
prices  reflect  more  than  just  the  cost  of  raw  materials  and  their  assembly.  As 
with  other  advanced  technologies,  the  cost  also  reflects  the  research  and 
development  costs  as  well  as  the  meticulous  quality  control  involved  in  the 
manufacturing  process.  Further,  the  cost  of  hearing  aids  in  comparison  to  other 
technologies  must  be  viewed  in  terms  of  the  relatively  small  number  of  hearing 
aids  that  are  produced  on  an  annual  basis.  Additionally,  hearing  aid  costs  also 
reflect  an  additional  unique  feature;  the  vast  majority  of  hearing  aids  are 
custom-made,  fitted  exactly  to  the  ear  of  the  prospective  user. 

Hearing  aids  provide  good  value.  They  improve  hearing.  They  improve  quality 
of  life.  It  is  difficult  to  place  a  price  on  this  benefit,  but  it  is  certainly  one  that  must 
be  taken  into  account  in  determining  good  value. 

In  sum,  we  agree  with  your  Committee  that  appropriate  focus  should  be  placed 
on  hearing  aids.   HIA  believes  that  the  public  health  mandates  are  clear  for 
more  Americans  to  have  hearing  loss  diagnosed;  to  remove  the  stigma 
associated  with  hearing  loss  and  hearing  aids;  to  educate  more  Americans 
about  the  latest  technology;  to  assure  that  every  consumer  understands  his  or 
her  rights  and  options;  and  to  examine  closely  the  scientific  evidence  behind 
our  products  and  behind  the  current  system  of  access. 

The  aging  of  America's  population  means  that  more  people  will  want  and  need 
hearing  aids.  They  will  want  and  need  hearing  aids  that  are  advanced 
technologically  but  that  are  also  affordable.  We  believe  out  industry  has  met  the 
challenges  of  the  past  and  is  poised  to  meet  those  of  the  future. 

We  remain  available  to  work  with  you  as  you  continue  to  explore  these 
important  issues. 

prely, 

Carole  M.  Rogin 
President 

Attachments  (2) 


74-593  0-94-11 
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Introduction 

A  number  of  studies  have  sought  to  access 
consumer  perceptions  of  hearing  aicis.  This 
paper  reports  on  a  survey  taken  in  1984  and  on 
research  conducted  by  Kiiowles  Electronics 
in  1991. 

Overall,  consumers  give  high  marks  to  hearing 
aids.  They  feel  that  they  generally  are  satisfied 
with  hearing  aids  and  that  their  quality  of  life  is 
enhanced  by  hearing  aid  use. 


FTC  Study 

The  most  recent  government  sponsored  study  in 
the  U.S.  on  consumer  satisfaction  with  hearing 
instruments  was  conducted  on  behalf  of  the 
Federal  Trade  Commission  (FTC)  in  1984  by 
Market  Facts,  a  market  research  firm.  The  FTC 
study  was  conducted  among  847  hearing 
instrument  owners  who  reported  their  hearing 
instruments  were  two  years  or  less  in  age. 
Responses  were  confined  to  respondents  who 
held  specific  beliefs  about  what  the  hearing 
instrument  was  capable  of. 

The  ratings  given  by  this  sub-population  of 
hearing  instrument  owners  were  outstanding: 

■  84%  indicated  they  were  very  satisfied  or 
somewhat  satisfied  with  the   ability  to  hear 
vrith  the  hearing  instrument;  only  10%  were 
dissatisfied  with  the  hearing  instrument. 

■  76%i  indicated  they  would  return  to  the 
dispenser  to  purchase  their  next 
hearing  instrument. 
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■  95%  indicated  the  instrument  made  it  possible 
(somewhat/definitely)to  understand  normal 
conversation. 

■  94%  said  it  improved  (somewhat/definitely) 
their  hearing. 

■  82%  said  it  helped  them  distinguish  sounds 
and  voices  in  crowds  (somewhat/definitely). 

■  79%  said  it  restored  their  hearing 
(somewhat  /definitely ) . 

Knowles/MFO  Research 

In  October  1991,  a  short  screening  survey  was 
mailed  to  80,000  members  of  the  National  Family 
Opinion  Panel  (NFO).  The  NFO  panel  consists  of 
households  that  are  balanced  to  the  latest  U.S. 
census  information  with  respect  to  market  size, 
age  of  household,  size  of  household  and  income 
vdthin  each  of  the  nine  census  regions,  as  well  as 
by  family  versus  non-family  households,  state 
(with  the  exception  of  Hawaii  and  Alaska),  and 
the  nation's  25  largest  metropoUtan  statistical 
areas. 

This  screening  survey  helped  identify  more  than 
1 3,000  households  with  at  least  one  person 
indicating  a  hearing  difficulty.  In  December  1991, 
extensive  surveys  were  sent  to  3,000  hearing 
instrument  owners  and  3,000  non-owners  v\nth  a 
hearing  difficulty.  The  data  for  this  paper  is 
based  on  usable  survey  returns  from  2,323 
hearing  instrument  owners. 

This  study  asked  respondents  to  indicate  the 
impact  the  product  had  on  their  quaUty  of  life 
and  whether  or  not  they  would  recommend 
hearing  instruments  to  friends,  repurchase  their 
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current  brand,  return  to  their  dispenser  and  the 
extent  to  which  the  product  was  worn.  In 
addition,  using  a  "very  satisfied,  satisfied, 
neutral,  dissatisfied,  very  dissatisfied"  scale, 
respondents  rated  hearing  instruments  on  42 
factors. 

The  table  documents  46  measures  of  consumer 
satisfaction  with  hearing  instruments  in  the  U.S. 
market.  In  addition,  the  last  column  in  the  table 
shows  the  ratio  between  satisfied  consumers  and 
dissatisfied  consumers. 

Overall  Satisfaction 

58%  of  current  hearing  instrument  owners 
reported  that  overall  they  are  satisfied  or  very 
satisfied  with  their  hearing  instrument;  20'7c 
report  they  are  dissatisfied.  Satisfaction  ratings 
are  however  significantly  related  to  the  age  of  the 
hearing  instrument  (data  not  shown).  Owners 
with  one  year  old  hearing  instruments  report  a 
667c  satisfaction  rating  and  a  12%  dissatisfaction 
rating.  This  can  be  compared  to  5  year  old 
hearing  instruments  (56%  satisfied/19% 
dissatisfied)  and  10  year  old  hearing  instruments 
(48%  saKsfied/29%  dissatisfied). 

Consumer  Experiences 

Similar  to  the  1984  FTC/study,  the  industry 
received  high  marks  as  evidenced  by  the 
following  consumer  attitudes/behaviors: 

■  Nearly  8  out  10  owners  would  recommend  a 
hearing  instrument  to  a  friend  with  a 
hearing  loss. 

■  Approximately  7  out  of  10  owners  would 
recommend  a  specific  dispenser. 

■  Two  out  of  three  consumers  would  repurchase 
their  current  brand. 

■  65%  report  that  hearing  instruments  have 
significantly  improved  the  quality  of  their  life; 
less  than  7%  report  their  hearing  instrument 
has  not  improved  the  quality  of  their  life. 

■  12%  of  owners  never  use  their  hearing 
instruments. 

Comparing  the  extremes  of  satisfaction  (very 
satisfied,  very  dissatisfied — analysis  and  data  not 
shown),  the  very  satisfied  individual  is: 

■  12  times  more  likely  to  repurchase  their 
current  brand. 


■  nearly  4  times  more  likely  to  generically 
endorse  hearing  instruments, 

■  nearly  7  times  more  likely  to  recommend  the 
dispenser  who  fit  their  hearing  instrument. 

Satisfaction  with  Hearing 
Instruments 

Consumer  satisfaction  with  ten  hearing 
instrument  product  features  and  nine 
performance/ value  factors  are  next  shown  in  the 
attached  table.  With  respect  to  product  features, 
nearly  8  out  of  10  consumers  report  satisfaction 
with  fit  and  comfort  of  the  hearing  instrument; 
less  than  8%  report  dissatisfaction.  Similarly 
high  ratings  were  recei%'ed  for  hearing 
instrument  size,  appearance,  visibility  and  ease 
of  volume  adjustment.  Product  features  receiving 
ratings  in  the  60%  range  include:  packaging, 
frequency  of  cleaning,  warranty,  and  ease  of 
battery  change.  The  lowest  rated  product  feature 
was  on-going  expense  (49%^). 

With  respect  to  product  performance,  nearly  9 
out  of  10  consumers  are  satisfied  with  battery  life 
and  7  out  of  10  with  product  reliability.  Nearly 
3  out  of  4  consumers  report  satisfaction  with  the 
ability  of  the  hearing  instrument  to  improve  their 
hearing  while  only  11%  report  dissatisfaction. 
Approximately  half  of  the  owners  believe  that 
sound  quality  and  the  ability  to  localize  direction 
are  satisfactory.  The  most  severe  ratings  are 
given  to  whistling/feedback/buzzing 
(38%  satisfaction/33%  dissatisfaction)  and  the 
ability  to  use  the  hearing  instrument  in  noisy 
situations  (28%  satisfaction /47%  dissatisfaction). 
Noteworthy  is  the  perception  by  only  slightly 
more  than  half  of  the  respondents  that  hearing 
instruments  have  satisfactory  value.  In  the 
survey,  we  specifically  defined  the  term  value  for 
the  consumer  as  "performance  versus 
money  spent". 

Satisfaction  in  Listening 
Emironments 

Consumers  were  asked  to  rate  their  level  of 
satisfaction  in  10  listening  situations  from  one- 
on-one  communication  to  large  groups.  Nearly  9 
out  of  10  owners  report  satisfaction  with  hearing 
instruments  in  one-on-one  communication  and 
7  out  of  10  while  watching  TV.  However, 
satisfaction  ratings  decline  draniatically  as  a 
function  of  the  complexity  (noisiness)  of  the 
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listening  environment  with  large  group 
environments  receiving  the  lowest  ratings 
(25%  satisfaction /49%  dissatisfaction). 
A  device  that  improves  hearing  in  limited 
situations  is  predicted  to  result  in  lower 
satisfaction  ratings,  lower  repurchase  rates,  and 
more  negative  "word-of-mouth"  advertising. 
In  a  more  detailed  segmentation  analysis  of  our 
data,  we  have  found  strong  associations  between 
satisfaction  and  the  variety  of  listening 
environments  in  which  the  consumer's  hearing 
was  improved.  Considering  the  segment  of 
consumers  who  experience  improved  hearing  in 
no  listening  environment  (8.8%  of  owners),  they 
report  an  overall  satisfaction  rating  of  only  6%. 
This  should  be  compared  to  the  13.6%  of  ovimers 
reporting  satisfaction  in  all  10  rated  listening 
situations;  their  satisfaction  rating  was  91.5%. 
Forty  percent  of  the  current  hearing  instrument 
owner  market  report  satisfaction  in  70%  of  the 
listening  environments  measured  in  this  study. 
Their  combined  overall  satisfaction  rating  is  86%. 
Clearly  this  industry  has  the  technology  and  the 
skill  to  achieve  80-90%  satisfaction  ratings. 

Satisfaction  nith  Dispenser  Service 

Consumer  satisfaction  with  twelve  measures  of 
dispenser  service  are  next  shown  in  the  attached 
table.  The  ratings  given  to  dispensers  are 
outstanding.  All  but  two  of  the  ratings  are  close 
to  90%  satisfaction  ratings.  Nearly  8  out  of  10 
consumers  are  satisfied  with  the  dispenser's 
explanation  of  what  to  expect  from  hearing 
instruments  and  post-purchase  service.  Less  than 
7%  of  consumers  are  dissatisfied  with  the 
dispenser's  explanation  of  what  to  expect  from 
hearing  ir\struments.  One  can  infer  that 
dispensers  are,  in  general,  providing  realistic 
expectations  to  consumers. 

Conclusions 

This  study,  using  more  stringent  measures  than 
the  previous  U.S.  study  conducted  on  behalf  of 
the  FTC,  demonstrates  that  the  industry,  its 
product,  and  the  dispenser  receive  high  ratings  as 
reflected  by  likelihood  of  repurchase,  returning  to 
the  dispenser  and  endorsing  hearing  instruments 
to  friends  and  relatives.  Less  than  7%  of  owmers 
indicate  the  product  has  not  improved  their 
quality  of  life.  Roughly  6  out  of  10  consumers 
report  overall  satisfaction  vnth  the  hearing 
instrument  compared  to  2  out  of  10  dissatisfied. 
However,  dissatisfaction  ratings  for  newer 
product  are  more  in  agreement  vdth  the 
1984  FTC  study. 


The  data  clearly  show  where  the  hearing  aid 
industry  is  doing  a  good  job  in  satisfying  hearing 
instrument  owners  and  where  it  could  improve. 
Areas  needing  improvement  from  the  consumers' 
perspective  (based  on  the  correlation  between  the 
overall  rating  and  detailed  ratings)  are:  perceived 
value,  product  reliability,  the  variety  of  listening 
environments  in  which  their  hearing  instruments 
improve  hearing,  sound  quality  and  on-going 
expense. 

It  would  be  useful  to  compare  hearing 
instrument  satisfaction  ratings  to  other  relevant 
prcxlucts  or  services  outside  of  the  industry. 
Recent  research  on  consumer  perceptions  of 
value  for  various  services  and  products  were 
published  by  the  Conference  Board  (October, 
1992).  Using  a  "good",  "average",  "poor"  value 
scale,  the  following  ratings  were  achieved: 
Doctor's  fees  (9.5%  good  value/46.5%  poor 
value),  dentist  fees  (9.5%  good/43.2%  poor), 
prescription  drugs  (21.7%  good/39.1%  poor), 
eyeglasses  (19.4%  good/  27.8%  poor),  contact 
lenses  (14.4%  good/27.4%  poor),  lawyer's  fees 
(4.6%  good/59.8%  poor),  and  hospital  charges 
(4.8%  good/64.6%  poor).  While  the  results  are 
not  directly  comparable  because  of  the  different 
measurement  scales,  in  the  Knowles  study,  52%, 
of  hearing  instrument  owners  indicated  that  they 
were  satisfied  with  the  value  they  received  from 
their  instrument;  22%  were  dissatisfied  with  the 
value.  Hearing  instruments  receive  more  than 
twice  as  many  "good  value  (satisfied)"  ratings  as 
"poor  value  (dissatisfied)"  ratings.  This  finding 
should  be  compared  to  the  measurements  taken 
by  the  Conference  Board,  where  "poor  value" 
ratings  consistently  exceed  "good  value"  ratings 
sometimes  by  a  factor  as  high  as  13  negatives  per 
positive  response  (e.g.  hospital  fees). 
The  1984  FTC  study  and  the  1991  Knowles 
Electronics  study  indicate  a  high  level  of 
satisfaction  with  hearing  aids.  The  surveys  also 
indicate  that  consumers  feel  hearing  aids 
improve  their  quality  of  life. 

The  surveys  identify  a  number  of  areas  in  which 
satisfaction  can  be  enhanced.  Compared  to 
consumer  satisfaction  with  other  products,  the 
hearing  aid  industry  seems  to  be  doing  very  well 
in  meeting  consumer  expectations  and  providing 
products  that  satisfies  its  customers. 
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U.S.  Hearing  Instrument  Satisfaction  Ratings  (1991) 
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Objective:  To  asses  whether  hearing  aids  improve  the  quality  of 
life  of  dderly  persons  vn'th  hearing  loss. 

Setting:  Primary  care  dinics  at  a  Bureau  of  Vetcfans  AlUn 
hospital. 

Pattena:  One  hundred  and  ninety-four  dderly  veterans  who  were 
identified  as  being  hearing  impaired  from  a  screening  wrrey 
involving  771  consecudve  dinic  patients.  Of  the  original  194, 
188  (97%)  completed  die  oiaL 

Interretaion:  Subjects  were  randomly  assigned  to  either  receive  a 
hearing  aid  (n  =  95)  or  Join  a  waiting  list  (n  =  99). 

Main  Endpoints:  A  oomprcfaessive  battery  of  disease-specific  and 
generic  quality-of-life  measures  were  administered  at  baseline. 
6  weeks,  and  4  months. 

Afeoniremenis  and  Main  Results:  Persons  assigDed  to  the  two 
groaps  were  similar  in  age,  ethnicity,  education,  marital  status, 
occupadod,  and  comochid  diseasrs  At  hasrilnr,  S2%  of  »uliiei.ti 
reported  adveise  effects  on  quality  of  lite  due  to  beating  impair- 
raeat.  and  24%  were  depressed.  At  foUow-up,  a  ggnifirint  dunge 
in  score  improvements  for  social  and  rmorinnal  fandioa  (34.0;  9S% 
CL  27J  to  4a8:  P  <  0.0001),  nnmmimication  fonctaon  (24.2;  CI. 
17.2  to  31.2;  P  <  0.0001),  cognitiTe  fimctiaa  (0.28;  CI,  0.08  to 
0.48;  P  =  0.008),  and  depressioo  (0.80;  CL  0.09  to  l.il;  P  3  0.03) 
was  seen  in  subjects  who  received  hearmg  aids  compared  with  those 
aeiignrd  to  the  waiting  list.  Six  drop-outs  (three  per  gnnp),  no 
cnaovers.  and  no  significant  changes  in  cointemndons  were  seen. 
Avcisge,  sdf-repocted,  daily  aid  use  in  the  '«**"''e  aid  group  was 
8  hoim. 

Condusion:  Hearing  loss  is  assnriatrd  with  important  advene 
effects  oo  the  quality  of  life  a(  eUestf  persons,  efllBcts  which  are 
reversible  with  bearing  aids. 
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Jblearing  Impairment  is  one  of  the  most  common 
chronic  health  problems  among  elderly  Americans  (1-3). 
In  1980,  over  18  million  elderly  persons  suffered  from 
some  form  of  hearing  loss,  and  this  number  will  ap- 
proach 25  million  in  the  next  decade  (4-6).  Approxi- 
mately 25%  of  persons  over  65  years  of  age  report 
problems  with  their  hearing,  and  audiologically  detect- 
able hearing  loss  is  present  in  more  than  one  third  of 
persons  over  65  years  of  age  (7-9). 

Hearing  impairment  can  have  a  ptrofoundly  negative 
influence  on  the  lives  of  elderiy  persons.  Reported  as- 
sociated functional  disability  is  considerable  and  com- 
mon. Adverse  effects  on  physical,  cognitive,  emotional, 
behavioral,  and  social  function  have  been  reported  (I, 
10-37).  These  effects  are  often  regarded  by  the  hearing 
impaired  person  as  representing  severe  handicap  even 
when  the  degree  of  audiologically  detectable  hearing 
loss  is  relatively  mild  (34,  35). 

Even  though  hearing  impainnent  is  one  of  the  most 
prevalent  chronic  conditions  experienced  by  elderiy 
persons  and  attendant  adverse  effects  on  ability  to  func- 
tion are  major,  health  care  providers  often  fail  to  screen 
patients  for  hearing  loss  or  refer  affeaed  persons  for 
rehabilitative  therapy  with  hearing  aids.  For  e;»mple.  in 
a  recent  survey  of  primary  care  physicians,  80%  of  the 
responding  physicians  stated  that  they  did  not  routinely 
screen  for  hearing  impairment  in  elderiy  patients  (38). 
Only  25%  of  persons  with  hearing  loss  actually  receive 
hearing  aids  (39),  and  over  half  of  the  persons  who  have 
discussed  their  hearing  problem  with  health  care  pro- 
viders are  told  that  their  hearing  loss  is  minor  or  that  it 
cannot  be  improved  with  a  hearing  aid  (40). 

We  conducted  a  randomized  controlled  trial  to  eval- 
uate the  actual  benefits  of  hearing  aids  for  elderiy  per- 
sons with  hearing  impairment.  Specific  questions  were 
whether  hearing  aids  improve  quality  of  life  in  elderiy 
persons  with  hearing  loss,  which  areas  of  qtiality  of  life 
are  most  likely  to  improve  with  hearing  aids,  and  which 
instruments  are  most  appropriate  for  assessing  quality- 
of-life-associated  benefits  of  hearing  aids  in  elderiy  per- 
sons with  hearing  loss. 

Methods 

Our  study  was  approved  by  the  University  of  Texas  Health 
Science  Center  Institutional  Review  Board.  Most  study  sub- 
jecis  were  recruited  from  the  General  Medicine  Qinic  at  ihe 
Audie  L.  Murphy  Memonal  Veterans  Hospital  in  San  Anionio. 
The  following  sequential  selection  process  was  used  (Figure  I). 
The  medical  records  of  all  771  subjects  over  64  years  of  age 
who  attended  the  General  Medicine  Qinic  between  June  1987 
and  June    1988  were   reviewed.  To  maximize  the  ability  to 
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Clinic  Subjects  Screened 
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72  53 


Referred 
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72 
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Fignre  1.  Subject  recruitment  schematic. 

measure  dysfunction  secondary  to  hearing  loss,  72  subjects 
with  severely  disabling  comorbid  diseases  (leiminaJ  cancer, 
hepatic  encephalopathy,  end-stage  pulmonary  disease  requiring 
home  oxygen  lher<ipy)  and  53  subjects  who  were  current  hear- 
ing aid  users  were  excluded.  Because  of  planned  follow-up 
visits,  59  subjects  living  mote  Chan  100  miles  from  the  clinic 
were  excluded.  The  remaining  587  elderly  patients  attending 
the  clinic  were  asked  to  participate  in  this  study;  72  (12%) 
refused.  (The  most  common  reasons  for  refusal  were  insuffi- 
cient lime  on  the  part  of  the  patient  [72%]  and  lack  of  interest 
(28%).  Persons  refusing  to  participate  were  less  likely  to  be 
maihed  (61%  compared  with  80%.  P  =•  0.003)  and  were  older 
(75  i  8  compared  with  72  =:  6  years  of  age,  P  =•  OlOOI)  than 
paitidpuits.)  Of  the  5  IS  cHnic  pabents  who  agreed  to  be 
screeoed  for  hearing  impairment,  393  were  identified  as  non- 
hearing  impaired  and  122  as  hearing  impaired.  In  addition  to 
these  122  htf^^Aig-impaired  patients,  72  patients  referred  from 
other  primary  care  clinics  (including  walk-in  and  nurse-practi- 
tioners' clinics)  parucipaied  in  our  trial,  for  a  total  study  sam- 
ple of  194.  The  72  referred  subjects  were  patienu  with  hearing 
impainneat  who  were  specifically  referred  by  tlieir  health  care 
providers  to  be  considered  for  participaiion  in  our  trial.  Their 
demographic  and  clinical  characteristics  including  degree  of 
bearing  loss  were  not  statistically  significantly  different  from 
those  of  the  122  patients  recruited  from  the  medione  clinic. 

Definition  of  Hearing  Impainnent 

Hearing  impairment  was  initially  screened  for  using  the 
Welch  Allyn  audioscope  (Welch  Allyn  Inc.,  Skaneaieles  Falls, 
New  York),  a  hand-held  otoscope  with  a  built-in  audiometer 
that  delivers  a  4(WB  tone  at  frequencies  of  500,  1000.  2000. 
and  4000  Hz  (4M3).  For  the  screeiung  examination,  hearing 
impairment  was  defined  as  a  better-ear  threshold  of  40  dB  or 
greater  at  a  single  frequency  of  2000  Hz.  This  definition  ex- 
cludes patients  with  very  minor  degrees  of  hearing  loss  and 
was  chosen  to  ensure  that  persons  who  failed  screening  would 
be  reasonable  candidates  for  hearing  aids. 

All  persons  meeting  the  screening  definition  of  hearing  im- 
pairment had  their  hearing  loss  confirmed  within  I  week  of 
screeiung  with  formal  audiologic  testing  by  an  audiologist  using 
a  standard  protocol  (44).  At  this  examination,  high-frequency 
pure-tone  average  hearing  (HFPTA)  was  determined  by  aver- 
aging the  dS  loss  at  three  frequencies:  1000,  2000.  and  4000  Hz 
(45). 

Trial  Regimen 

After  giving  informed  consent  to  participate  in  r.  randomized 
trial  that  would  evaluate  the  effects  of  hearing  aids  on  their 


ability  to  function  and  randomly  assign  them  to  either  a  wailing 
list  group  or  an  immediate  hcanng  aid  group,  study  subjects 
received  baseline  demographic,  clinical  (including  near  visual 
acuity  examinations  |46|).  and  quality-of-life  evaluations.  After 
receiving  the  formal  audiologic  examination  descnticd  above. 
Ihey  were  randomly  assigned  in  blocks  of  iix  (by  calling  a 
central  study  siie  number)  lo  either  a  hearing  aid  group  (n  = 
95)  or  a  wailing  list  group  in  =  99).  Subjects  assigned  lo  the 
heanng  aid  group  ordered  iheir  hearing  aids  immediately. 
Hearing  aids  were  provided  at  no  cost.  Within  2  weeks,  these 
subjects  received  a  single  45-minute  hearing  aid  fitting  and 
oneniaiion  session:  no  funher  aural  rehabilitation  sessions 
were  given  throughout  the  trial.  Both  groups  of  subjects  re- 
ceived follow-up  qualily-of-life  evaluations  at  6  weeks  and  at  4 
months.  After  4  months,  waiting  list  subjects  received  heanng 
aids.  (Normal  waiting  limes  for  hearing  aids  at  Audie  L.  Mur- 
phy Veterans  Hospital  are  longer  than  4  months.) 

Baseline  and  Follow-up  Measures 

Quality  of  life  was  defined  as  a  multidimensional  concept 
encompassing'  social,  affective,  cognitive,  and  physical  do- 
mains. Quality  of  life  was  assessed  at  baseline  and  follow-up 
using  a  battery  of  two  disease-specific  and  three  genenc  instru- 
ments. The  disease-specific  measures  were  the  Hcanng  Hand- 
icap Inventory  for  the  Elderiy  (HHIE).  a  25-item  questionnaire 
(scored  from  0  to  100)  that  assesses  emotional  and  social 
effects  of  heanng  loss  (47-50);  and  the  Quantified  Oenver  Scale 
of  Communication  Function  (QDS),  a  25-item  questionnaire 
(scored  from  0  to  100)  that  assesses  perceived  communication 
difficulties  due  to  heanng  loss  (51,  52).  Genenc  measures  in- 
cluded the  Short  Portable  Mental  Status  Quesiianpaire 
(SPMSQ),  a  10-item  scale  (scored  from  0  to  10)  that  assesses 
cognitive  function  (53);  the  Geriatric  Depression  Scale  (GDS). 
a  I5-item  scale  (scored  from  0  to  15)  that  assesses  affect 
(54-57);  and  the  Self-Evaluation  of  Life  Function  (SELF),  a 
54-iiem  global  scale  (scored  from  54  to  216)  that  assesses  six 
areas  of  functioning:  physical  disability,  sodai  satisfaction, 
symptoms  of  aging,  depression,  self-esteem,  and  personal  con- 
trol (58).  For  all  the  scales,  higher  scores  indicate  greater 
dysfBnction.  All  of  the  scales  vtf^  self-administered,  earifcpt 
the  SPMSQ  which  was  administered  by  a  trained  interviewer. 
All  were  given  at  baseline  and  at  the  4-monlh  foUow-up  viu(, 
but  only  a  subset  of  the  scales  (HHIE,  QDS)  were  given  at  uie 
interim  6-week  visit. 

At  6  weeks,  subjects  as  well  as  ihefr  families  were  asked  to 
state  whether  the  subject's  overall  social  and  coovmuaication 
fiinction  had  improved,  not  changed,  or  deteriorated  since  the 
baseline  evaluation.  Subjects  in  the  hearing  aid  group  and  their 
families  were  also  given  an  11-item  questionnaire  to  rate  their 
satisfaction  (score  range,  II  to  55:  <  17  =  very  satisfied, 
>  27  =  not  satisfied)  with  the  hearing  aid  (59). 

Compliance,  Crossovers,  Drop-outs,  and 
Cointerventions 

Compliance  was  measured  at  6  weeks  and  at  4  months  by 
self-reported  hours  of  hearing  aid  use  per  day.  It  was  corrob- 
orated by  counting  the  number  of  hearing  aid  battenes  dis- 
pensed and  by  family  reports  of  heanng  aid  use.  At  follow-up 
visits,  subjects  assigned  to  the  wailing  list  were  asked  to  repon 
whether  they  had  received  a  hearing  aid  from  any  other  source 
(crossover)  during  the  study  protocol.  Subjects  who  failed  to 
complete  either  one  of  the  two  follow-up  funcuonai  status 
evaluations  for  any  reason  were  classified  as  dropKHJIs.  At  the 
end  of  the  trial,  medical  records  and  computenzed  pharmacy 
records  were  abstracted  to  determine  changes  in  numbers  of 
comorbid  diseases  and  medications,  numbers  of  outpatient 
clinic  visits,  and  numt>ers  of  hospitalizations  that  occurred 
dunng  the  trial.  These  assessments  for  potential  cointerven- 
tions were  made  by  a  person  who  was  unaware  of  whether  the 
subject  was  assigned  to  the  heanng  aid  or  wailing  list  group. 

Statistical  Analysis 

Statistical  analyses  were  done  using  SAS  (SAS  Institute. 
Inc..  Gary.   North  Carolina)  (60).   Descriptive  statistics  were 
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Table  I.  Baseline  Demographic  and  Clinical  Character- 
istics of  Persons  Assigned  ro  the  Hearing  Aid  and  Wait- 
ing List  Groups' 


Cluuacierisiics 

Hearing 

Wailing 

Aid  Group 

List  Group 

(/I  -  95) 

(n  -  99) 

Age,  y 

73  £  7 

71  £5 

Men.  % 

100 

99 

While.  % 

98 

96 

Mamcd.  % 

85 

74 

Educaiion.  y 

9  =  4 

10  =  4 

Retired.  % 

93 

95 

Comorbid  disease,  n 

1.3  r  1.2 

1.4  i  1.2 

Medicauons,  n 

3.1  =  2.8 

3.3  =  2.9 

Inuct  vision,  %t 

80 

77 

High-frequency  pure-tone 

avemge,  nt 

53  ±  10 

51  =  8 

•  Where  appropnaie.  values  are  mean  =  SD. 
t  Near  visual  acuity  is  20/40  or  beiier  in  ibe  better  eye. 
«  High-rrequeacy  pure.iooe  avenge  in  the  better  ear  at  1000.  2000. 
and  «J00  Hz. 


computed  for  simple  baseline  comparisons  between  persons 
assigned  lo  the  hearing  aid  group  and  those  assigned  to  the 
waiting  list  group,  f-tesls  (61)  were  used  to  test  for  differences 
between  groups  in  the  quality-of-life  change  scores  assessed  at 
baseline  and  at  the  4-month  follow-up.  Repeated  measures 
analyses  of  variance  (62)  were  also  used  to  lest  for  differences 
between  groups  in  the  quality-of-life  measures  (HHIE,  QDS) 
that  were  assessed  at  baseline.  6  weeks,  and  4  months.  Chi- 
square  tests  (63)  were  used  to  compare  differences  in  propor- 
tions between  family  and  subject  reports  of  overall  improve- 
ment. 

Analyses  were  initially  conducted  using  all  subjects  who 
completed  the  trial.  Two  additional  analyses  were  done:  one 
using  only  the  122  subjects  who  were  screened  from  the  med- 
icine clinic  (excluding  the  72  subjects  referred  from  other  clin- 
ics) and  the  other  excluding  any  subjects  with  potential  coint- 
erventions  that  could  have  affected  quality-of-life  outcomes. 
As  these  latter  two  analyses  showed  essentially  the  same  re- 
sults as  the  initial  analyses,  only  results,  from  the  first  analyses 
will  be  presented.  Spectiically,  analyses  excluding  the  72  re- 
ferred subjects  did  not  substantially  decrease  any  of  the  re- 
ported outcomes. 


Drop-ouis  and  Crossovers 

Six  subjects  (3%)  were  unable  to  complete  follow-up 
visits:  three  in  the  waiting  list  group  and  three  in  the 
hearing  aid  group.  Five  of  the  drop-ouls  were  due  to 
deaths,  and  one  was  due  to  a  patient  moving  from  the 
study  site  area.  No  persons  assigned  lo  the  waiting  list 
group  received  a  hearing  aid  from  any  other  source 
during  the  trial  period. 

Compliance  and  Cointerventions 

At  6  weeks,  15%  of  persons  in  the  hearing  aid  group 
reported  wearing  their  aids  less  than  4  hours  daily,  30% 
reported  4  to  8  hours  of  daily  use,  and  55%  reported 
greater  than  8  hours  of  daily  use.  There  was  no  statis- 
tically detectable  change  in  reported  hours  of  use  from 
baseline  to  4  months.  The  number  of  batteries  dis- 
pensed was  consistent  with  the  self-reported  hours  of 
use.  Eighty-eight  percent  of  the  hearing  aid  group  had 
families  who  also  completed  hearing  aid  use  question- 
naires; these  reports  corroborated  the  self-reported 
hours  of  use  (r  =  0.6,  P  <  0.0001).  Of  note,  number  of 
hours  of  hearing  aid  use  was  not  correlated  with  any 
outcome  except  change  in  HHIE.  Persons  who  reported 
greater  hours  of  use  had  greater  Improvements  on 
HHIE  scores  (r  =  0.21.  P  =  0.05). 

During  the  4-month  trial  peri<}d,  there  were  no  statis- 
tically significant  changes  either  between  or  within 
groups  in  the  number  and  type  of  diagnosed  comorbid 
conditions  (for  example,  hypertension,  diabetes,  con- 
gestive heart  failure)  or  in  the  number  and  type  of 
medications  dispensed.  Three  subjects  in  the  waiting  list 
group  and  four  in  the  hearing  aid  group  had  changes 
made  in  major  diagnoses  or  sedative  and  antidepressant 
medications.  (Excluding  these  persons  from  analyses 
did  not  change  results.)  There  were  no  statistically  de- 
tectable differences  between  groups  in  the  number  of 
outpatient  clinic  visits  or  hospital  admissions  during  the 
tiial  period.  In  particular,  there  were  no  statistically 
significant  differences  between  groups  in  the  number  of 
psychiatry  or  eye  clinic  visits. 


Results 

Subjects  assigned  to  the  hearing  aid  group  and  the 
wailing  list  group  were  similar  with  respect  to  all  base- 
line demographic,  clinical,  and  hearing  loss  characteris- 
tics (Table  I).  All  patients  had  either  sensorineural  de- 
fects (97%)  or  combined  sensorineural  and  conductive 
defects  (3%).  The  degree  of  hearing  loss  (classified  by 
the  average  loss  in  the  better  ear  at  three  frequencies 
rather  than  at  a  single  screening  frequency)  was  mild 
(average.  0  to  40  dB  loss)  in  70%  of  subjects,  moderate 
(average,  41  to  55  dB  loss)  in  27%.  and  moderately 
severe  (average,  56  lo  70  dB  loss)  in  3%  (64). 

Most  of  the  hearing  aiils  that  were  dispensed  to  the 
hearing  aid  group  were  in-ihe-ear  aids  (98%).  Aids  were 
usually  (97%)  fitted  monaurally  because  of  financial 
constraints.  In  general,  the  ear  with  the  worse  pure-tone 
thresholds  was  fitted.  The  average  biologic  change  in 
hearing  (HFPTA)  for  the  ear  that  was  fitted  »nth  the 
hearing  aid  was  a  28%  improvement  (95%  CI.  26%  lo 
30%;  P  <  0.0001). 


Quality-of-Life  Outcomes 

There  were  no  statistically  significant  differences  be- 
tween groups  at  baseline  on  any  of  the  quality-of-life 
measures  except  for  the  SPMSQ  (Table  2).  The  hearing 


Table  2.  Qualiry-of-Life  Scores' 


Testst 


Baseline 


4-Month  Follow-up 


Hearing 

Waiting 

Hearing 

Waiting 

Aid  Group 

List  Group 

Aid  Group 

List  Group 

HHIE 

48.7  (27.3) 

51.2(29.1) 

14.7  (17.7) 

51.2(28.0) 

QDS 

58.7  (24.5) 

61.0(25.4) 

35.7  (25.2) 

62.2  (24.5) 

SPMSQ 

0.47  (0.75) 

0.18(0.46) 

0.29  (0.66) 

0.28  (0.66) 

CDS 

3.1  (2.81) 

3.5  (3.56) 

2.6  (2.79) 

3.8  (3-57) 

SELF 

92.7(16.5) 

95.6(18.0) 

92.0(18.2) 

96.8(18.8) 

*  Values  are  expms«d  u  means  (SDl. 

t  HHIE  '  Hearing  Handicap  Inventory  in  the  Elderly:  QDS  >  Quan- 
liAed  Denver  Scale:  SPMSQ  -  Short  Portable  Mental  Sutus  Question- 
naire: CDS  -  Gehairic  Oepresiioo  Scale:  and  SELF  -  Self  Evaluation 
of  LiTe  Function  scale. 
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Table  3.  Average  Differences  between  Groups  in  Qual- 
iry-of-Ufe  Change  Scores' 


Scale 


Changet 


95%  CI 


P  Value 


HHIE 

34.0 

(27.3.  40.8) 

<  0.0001 

QDS 

24.2 

(17.2.  31.2) 

<  0.0001 

SPMSQ 

0.28 

(0.08.  0.48) 

0.008 

CDS 

0.80 

(0.09.  IJI) 

0.03 

SELF 

1.9 

(-1.6.5.4) 

0.27 

•  HHIE  »  Hearing  Handicap  Invenlory  in  ihc  Elderly;  QDS  =  Quan- 
tified Denver  Scale:  SPMSQ  »  Shon  Portable  Menial  Slalus  Queslion- 
najre;  GDS  =  Gcnamc  Depression  Scale;  and  SELF  =»  Self  Evaluation 
of  Life  Function  scale. 

t  A  positive  change  indicates  an  advantage  for  the  heating  aid  group. 


aid  group  had  a  slightly  worse  SP.MSQ  score  {P  = 
0.01).  Sixty-three  percent  of  subjects  reported  severe 
social  and  emotional  handicap  due  (o  heanng  impair- 
ment (HHIE  score  >  42),  and  20%  reponed  mild  to 
moderate  handicap  (HHIE  score,  16  to  42).  Moderate 
communication  difficulties  were  reported  by  85%  of 
subjects  (QDS  score  >  30).  Depression  was  identified 
(GDS  score  >  5)  in  23%  of  subjects,  and  only  1%  were 
significantly  cognitively  impaired  (SPMSQ  >  2). 

Treatment  effects  of  hearing  aids  from  baseline  to  the 
4-month  follow-up  arc  given  in  Table  3.  Change  score 
improvements  in  social  and  emotional  function,  as  as- 
sessed by  the  HHIE  (34.0;  CI.  27.3  to  40.8;  P  < 
0.0001),  and  communication  function,  as  assessed  by 
the  QDS  (24.2;  CI.  17.2  to  31.2;  P  <  0.0001),  were 
marked  in  the  hearing  aid  group  compared  with  the 
waiting  list  group.  Percent  improvements  in  mental  sta- 
tus scores  (0.28;  CI,  0.08  to  0.48;  P  =  0.008)  and  de- 
pre^ion  scores  (0.80;  CI.  0.09  to  1.51;  P  =  0.03)  were 
statistically  significant.  The  point  estimate  (1.9)  for 
change  in  gjobei  function  (assessed  by  the  SELF)  was 
positive,  but  not  statistically  significant.  Subscalc 
change^  within  the  SELF  also  were  not  statistically 
significant,  although  borderline  statistically  significant 
improvements  were  found  on  the  depression  subscale 
(1.9;  CI,  -0.1  to  4.0;  P  =  0.07). 

Of  note,  the  HHIE  and  QDS  treatment  effects  be- 
tween groups  did  not  change  after  adjusting  for  initial 
SPMSQ  scores.  Improvements  in  depression  (GDS), 
however,  became  borderline  statistically  significant 
{P  =  0.06)  after  adjustment  for  initial  SPMSQ  scores. 
Improvements  in  cognition  (SPMSQ)  were  not  affected 
by  improvements  in  depression;  SPMSQ  changes  re- 
mained statistically  significant  even  after  adjustment  for 
any  changes  in  GDS  scores.  None  of  the  quality-of-life 
changes  was  affected  by  age.  Lastly,  no  quality-of-life 
changes  within  the  waiting  list  group  were  statistically 
significant  (ail  P  values  >  0.10),  whereas  all  quality- 
of-life  changes  (except  for  the  change  in  SELF  score) 
within  the  hearing  aid  group  represented  statistically 
significant  improvements  (P  <  0.05). 

The  patterns  of  change  from  baseline  to  6  weeks  to  4 
months  seen  with  the  HHIE  and  the  QDS  assessments 
are  shown  in  Figures  2  and  3,  respectively.  Social  and 
emotional  dysfunction,  as  assessed  by  the  HHIE,  and 
communication  dysfunction,  as  assessed  by  the  QDS. 
remained  stable  for  the  waiting  list  group  at  the  6-week 
and  4-month  follow-up  evaluations.  In  contrast,  subjects 


given  hearing  aids  had  improvements  in  these  areas  of 
function  at  6  weeks  which  were  sustained  at  4  months. 
Initial  degree  of  heanng  loss  (HFPTA)  was  not  corre- 
lated with  HHIE  or  QDS  improvements  (r  =  0.05.  P  = 
0.61). 

Most  subjects  (89%)  were  living  with  a  spouse  or 
another  family  member.  Nineiy-four  percent  of  these 
families  (n  =  162)  completed  family  repons.  allowing  us 
to  measure  agreement  in  subject  reports  of  overall  im- 
provement in  social  and  communication  function  with 
their  families'  subjective  assessments  m  these  areas. 
The  families'  assessments  and  their  degree  of  agreement 
beyond  chance  with  subjects'  assessments  are  given  in 
Table  4.  Marked  improvements  in  overall  social  (62%; 
CI.  47%  to  77%)  and  communication  (64%;  CI.  49%  to 
79%)  function  were  reponed  by  the  subjects  in  the 
hearing  aid  group  compared  with  ihe  wailing  list  group. 
Likewise,  marked  improvements  in  overall  social  (55%; 
CI.  40%  to  70%)  and  communication  (58%;  CI.  42%  to 
74%)  function  were  reported  by  families  of  subjects  who 
received  hearing  aids.  Almost  all  patients  who  received 
hearing  aids  and  their  families  were  satisfied  with  the 
aid.  Subject  and  family  responses  were  positively  cor- 
related in  all  instances. 

Discussion 

Our  randomized  controlled  trial  established  that 
marked  social,  emotional,  and  communication  difficul- 
ties are  caused  by  hearing  loss.  Severe  handicaps  in 
these  areas  are  found  even  when  persons  have  only 
mild  to  moderate  audiologically  detectable  hearing  loss. 
Hdaring  aids  are  very  successful  treatments  for  revers- 
ing the  social,  emotional,  and  communication  dysfunc- 
tions caused  by  hearing  impairment.  In  addition,  hear- 
ing aids  may  lead  to  improvements  in  cognition  and 
depression. 

fhese  results  confirm  previous  cross-sectional  repons 
(14,  19-22,  29,  31)  which  suggested  that  acquired  hear- 
ing loss  is  associated  with  social  and  emotional  isola- 
tion. They  also  confirm  several  "before  and  after"  stud- 
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Figure  2.  Hearing  Handicap  Inventory  in  the  Elderly  (HHIE) 
results  for  both  groups  al  baseline.  6  weeks,  and  4  months. 
The  waiting  list  group  results  are  represented  by  open  circles. 
The  hearing  aid  group  results  are  represenled  by  closed  circles. 
Differences  are  significant  at  Ihe  P  <  0.0001  level. 
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Figure  3.  Quantified  Denver  Scale  of  Communication  Function 
{Denver  Scores)  results  for  both  groups  at  baseline.  6  weeks, 
and  4  months.  The  waiting  list  group  results  are  represented  by 
open  circles.  The  hearing  aid  group  results  are  represented  by 
closed  circles.  Differences  are  significant  at  the  P  <  0.0001 
level. 


ies  (13,  48,  65-71)  that  showed  improved  psychosocial 
function  in  hearing  impaired  persons  after  hearing  aid 
administration.  The  findings  of  improved  cognition  and 
aSect  (depression)  with  hearing  aids  are  particulariy 
Interesting.  Several  investigators  have  previously  re- 
ported an  association  between  cognition  and  hearing 
loss  (10-12,  24-26);  others  have  been  unable  to  docu- 
ment such  a  relation  (IS,  16,  23).  Investigators  have 
also  reported  an  association  between  depression  and 
hearing  loss  (16-18),  which  has  not  always  been  con- 
firmed (10,  13,  31,  34).  As  none  of  the  past  investiga- 
tions was  a  randomized  trial,  cause-effect  relations 
could  not  be  determined. 

Our  findings  suggest  that  hearing  impainnent  is  re- 
lated to  both  cognition  and  depression.  The  relation 
with  cognition  remains  even  after  adjusting  for  depres- 
sion. Hearing  aid  treatment  effects  in  these  areas,  how- 
ever, were  relatively  small.  Other  studies  are  needed  to 
conArm  the  clinical  significance  of  these  cause-effect 


relations.  To  establish  the  relations  better,  future  stud- 
ies should  be  conducted  in  patient  populations  with  a 
high  prevalence  of  depression,  a  more  severe  spectrum 
of  cognitive  impairment  (including  patients  with  demen- 
tias), or  both.  Interactions  between  depression  and  cog- 
nition should  continue  to  be  evaluated.  Assessments  of 
cognition  and  affect  that  arc  more  definitive  than  the 
SPMSQ  and  the  CDS  should  be  used. 

Effects  of  hearing  aids  were  more  easily  detected  by 
the  disease-specific  instruments  (HHIE,  QDS)  than  the 
generic  instruments  (SPMSQ,  CDS,  SELF).  The  dis- 
ease-specific measures  were  expressly  developed  to  test 
for  adverse  psychosocial  effects  due  to  hearing  loss. 
They  were  sensitive  and  specific  instruments  for  assess- 
ing dysfunction  due  to  hearing  loss  and  responsive  in- 
struments for  detecting  changes  in  quality  of  life  seen 
with  hearing  aids.  Using  these  measures,  beneficial 
treatment  effects  were  seen  as  eariy  as  6  weeks  after 
hearing  aid  administration.  These  findings  confirm  pre- 
vious studies  which  suggested  that  the  6  weeks  after 
hearing  aid  administration  represent  an  adequate  follow- 
up  period  for  assessment  of  treatment  effects  (67,  70). 

In  our  trial,  the  cost  of  identifying  hearing  impaired 
persons,  providing  formal  audiologic  testing  with  subse- 
quent hearing  aid  fitting  and  orientation  sessions,  and 
one  follow-up  evaluation  was  approximately  SIOOO  per 
hearing  aid  dispensed.  If  Hearing  Quality  Adjusted  Life 
Years  (HQALYs)  for  persons  receiving  hearing  aids  are 
projected  based  on  percent  improvements,  as  assessed 
by  the  HHIE  (72),  cost-effectiveness  estimates  of  only 
S200  per  HQALY  gained  are  found. 

To  interpret  the  results  of  our  rxmdomized  trial  ap- 
propriately, severail  issues  should  be  considered.  The 
study  population  consisted  almost  exclusively  of  male 
veterans.  Results  may  not  be  readily  generalizable  to 
women  or  to  persons  who  vary  markedly  in  socioeco- 
nomic, cultural,  and  clinical  characteristics  from  those 
who  participated  in  the  study. 

Some  areas  of  quality  of  life  improved  more  than 
others  with  hearing  aid  use.  These  differential  effects 
are  probably  due  to  hearing  impairment  affecting  certain 
dimensions  of  function  (for  example,  social  and  com- 
munication) more  than  others  (for  example,  cognition 
and  affect).  In  addition,  differing  specificity  and  respon- 
siveness characteristics  of  the  instruments  that  were 
used  to  assess  quality  of  life  could  explain  some  of  the 


Table  4.  Subject  and  Family  Assessments  of  Overall  Improvements  in  Social  and  Communication  Function  and  of 
Hearing  Aid  Satisfaction* 

Improvements 


Social  function.  % 
Communication  function.  % 
Aid  satisfaction  score! 

Very  satisfied.  % 

Satisfied,  % 


Subject  Reports 

Family  Reports 

Family  and  Subject 

(/I  =-  162) 

(«  =  162) 

Agreementt 

62  (47.  77) 

55  (40.  70) 

0.46  (0.30.  0.62) 

64  (49.  79) 

58  (42.  74) 

0-58  (0.42,  0.74) 

18.7  i  6.2 

18.2  =  6.6 

0.27  (0.03,  0.56) 

46 

54 

42 

38 

*  Social  and  cofnmunication  function  improvemcnfs  are  Tor  (he  hearing  aid  group  compared  with  the  waiting  list  group  (positive  percemages 
represent  the  advantages  of  (he  heanng  aid  group  over  the  waiting  list  group);  salislactioa  repocts  are  Trom  only  (tw  hearing  aid  group  (n  >  S4).  The 
numbers  in  parentheses  are  95%  confidence  intervals  (CIs). 

t  Family  and  i^ubject  agreemeni  Tor  social  and  communication  asscsimenls  were  estimated  with  weighted  Kappa  sutislica  and  aid  salisfactioo 
agreement,  with  an  Intiaclasa  cofrelation  coefficient. 

t  Values  are  means  ^  SO. 
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variation  in  effects.  In  particular,  the  instruments  used 
10  assess  cognition  (SPMSQ)  and  affect  (CDS)  arc  com- 
monly used  simple  screening  tools  that  were  not  orig- 
inally developed  to  detect  changes  in  function.  Use  of 
more  specific  and  detailed  instruments  to  assess  cogni- 
tion and  affect  could  have  resulted  in  greater  changes 
being  seen  in  these  areas. 

As  the  primary  outcome  measures  were  subjective 
self-assessments  and  the  study  was  not  blinded  (sham 
in-lhe-ear  hearing  aids  that  did  not  alter  hearing  in  any 
way  were  not  possible),  positive  quality-of-life  changes 
could  have  been  potentiated  by  placebo  and  Hawthorne 
effects.  Hopefully,  such  effects  were  minimized  because 
both  hearing  aid  subjects  and  waiting  list  subjects  re- 
ceived equivalent  care  and  follow-up  except  for  the  one 
extra  orientation  visit  given  to  hearing  aid  subjects  and 
because  all  outcome  measures  were  administered  in  a 
similar  standardized  fashion.  In  addition,  the  observed 
biologic  improvements  in  hearing,  the  very  large  mag- 
nitude of  quality-of-life  improvements  that  were  sus- 
tained throughout  the  4-month  trial  period,  and  the  rel- 
ative specificity  of  the  large  quality-of-life  changes  in 
the  areas  of  communication  and  social  function  are  un- 
likely to  be  due  solely  to  placebo  and  Hawthorne  ef- 
fects. 

E>espite  limitations,  our  randomized  controlled  trial 
has  established  that  hearing  aids  improve  the  quality  of 
life  of  elderiy  persons  with  hearing  loss.  Improvements 
in  several  areas  (including  social,  emotional,  and  com- 
muoicalion  function;  affect  or  depression;  and  cogni- 
tion) were  seen.  The  benefits  of  hearing  aids  were  ex- 
perienced as  eariy  as  6  weeks  after  administration  and 
were  better  assessed  with  disease-specific  rather  than 
generic  quality-of-life  instruments. 

The  implications  of  these  results  are  myriad.  First, 
health  care  providers  should  no  longer  ignore  screening 
for  hearing  loss  on  the  basis  that  hearing  aids  are  not 
effective;  cleariy,  they  have  been  proved  beneficial. 
Second,  hearing  loss  may  contribute  to  impaired  cogni- 
tion and  depression.  Third,  potential  functional  status 
benefits  of  hearing  aids  are  best  detected  with  disease- 
specific  hearing  handicap  scales  such  as  the  HHIE. 
Finally,  rigorous  cost-effectiveness  analyses  are  now 
warranted  to  confirm  that  hearing  aids  represent  a  rel- 
atively inexpensive  therapy  for  the  amount  of  benefit 
gained.  We  hope  that  these  results  will  guide  govern- 
ment and  third-party  payers  in  reconsidering  current 
policies  that  do  not  allow  reimbursement  for  hearing 
aids. 
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30  WEST  MIFFLIN  STREET 
MADISON,  WISCONSIN  53703 
PHONE:  608/257-3541 


September  14,  1993 


U.S.  Senator  David  Pryor 
Senate  Russell  Office  Building 
P.O.  Box  20510 
Washington,  DC  20510 

Dear  Senator  Pryor: 

Per  request  of  Mr.  Greg  Smith  of  your  staff  I  am 
sending  you  background  materials  on  Wisconsin's 
Hearing  and  Speech  Examining  Board.  This  joint 
regulatory  board,  housed  within  the  Wisconsin 
Department  of  Regulation  and  Licensing,  has  eight 
members:  three  traditional  dispensers,  one 
otolaryngologist,  one  audiologist,  two  public 
(consumer)  members  and  one  speech  language 
pathologist. 

Some  have  suggested  Wisconsin's  "joint  board"  model  is 
one  that  may  be  of  interest  to  your  committee.  We  are 
happy  to  assist  you  and  your  committee  in  any  way  we 
can  and  by  this  letter  recognize  and  extend  our 
appreciation  to  Senators  Kohl  and  Feingold  for  their 
interest  in  hearing  health  care. 

The  Wisconsin  Alliance  of  Hearing  Professionals 
consists  of  audiologists  who  dispense  hearing 
instruments  and  traditional  dispensers.  Collectively 
our  members  share  a  common  interest  in  c[uality  care 
for  the  hearing  impaired. 

We  are  concerned  about  access  to  hearing  health  care 
and  the  cost  of  that  care.  Please  consider  that  the 
hearing  impaired  are  also  often  mobility  impaired  and 
any  regulation  of  the  dispensing  profession  must 
address  access  and  cost. 

Regulation  of  the  dispensing  profession  should 
recognize  the  role  of  the  states.  While  there  may  be 
abuses  justifying  increased  federal  involvement  in 
some  states,  that  is  not  the  Wisconsin  story  (you  may 
want  to  contact  Governor  Tommy  Thompson  or  Department 
of  Regulation  and  Licensing  Secretary  Marlene  Cummings 
(608)266-8609)  . 


Thank  you  for  the  opportunity  to  include  this  letter  and  the 
attached  materials  in  your  committee's  record.  We  ask  that  your 
committee  be  wary  of  "reform"  that  disenfranchises  thousands  of 
hearing  impaired  citizens  from  quality  hearing  health  care  such  as 
that  availiUjle  in  Wisconsin. 

If  we  can  be  of  further  assistance,  please  advise. 

Sincerely, 


i rector/ General  Counsel 


cc:   Senator  Feingold  c/o  Mr.  Sumner  Schlicter 
Senator  Kohl  c/o  Mr.  Mark  Curtis 
Governor  Tommy  Thompson 
Department  of  Regulation  6  Licensing 

Secretary  Marlene  Cummings 
Alliance  Board 
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4MJH  tnmmtm  of  nciWM.  TV  dcfaftmaH  iiull  Mtffter 
each  tppiieuu  %vlio  panes  sn  nmnlnirioa  u  provided  in  i. 
499j06  Md  ilwU  bsK  (o  ilwappaam  •  eeniCau  «rSecaK 
Bfned  by  (he  teerelaiy  of  icfublioa  »nd  Geenxoi.  TIk 
oHtifioie  oCiaemc  ilttH  be  cffbethw  itmil  Jaoiao  JOdi  of  the 
yeu  foflowiai  ih*  ymr  hi  wfahA  <<  U  omd. 

(1)  WbBMwir  Um  aumliiiag  btaud  deunnlDa  thai  ao- 
other  nau  m  JuiMietloa  has  lequJfMMau  eqaivalam  lo  or 
ki|bcr  than  ikoM  io  eflcct  in  Uw  Male  for  ihe  pneliee  of 
linhil  lad  KBlat  beatint  tidi;  and  dut  n>^  tiata  or  Jniiidfe- 
lioa  hai  ■  propain  equt  valcot  to  or  nnao' ihaa  the  progma 
ferdacfoiiainc  wbcUicr  appiieaais  in  this  suu  «ic  qaafifled 
10  (it  •  nd  lell  bearia^  aide,  the  dcptnmcm  oiay  iiMa  a  BoMse 
hy  fcdprodiy  to  appGcanu  w<ie  bold  valid  osftUcaiec  or 
Eeenic*  IS  deal  Ib  or  fit  hearing  aids  in  tuch  other  ittv  or 
jnmdictJoo aad b oiharwigB qnaGTied Ibr lieaaanc  Nocncii 
tpptkant  tor  a  BesBce  by  vidpradiy  under  tint  wfaaBCtkn 
(hafl  be  lequired  to  (abmh  to  Or  undefio  a  qoatUyiBg 
•tanriaaiioB.  other  thaa  the  paymeai  of  the  fee  onder  t. 
440j05  (2)  piwidad  tha  applicani  pMconaBy  appon  at  ttae 
acxt  raectbi  oTlbe  cnmimng  board  ader  (iGac  (fce  appGa- 
tioH  to  amwor  any  qiKMioBt  the  exaiBlmnc  board  hai.  The 
holder  of  a  fawii  by  rccquodty  ifaall  be  rcjpnerod  vi  the 
aae  ■anner  u  other  holdan  of  a  Gcomc.  Crotmdi  for 
fcaewal  and  imeadacat  fiir  repftaasd  or  Car  the  Ssiialiaa, 
faapeaiioa  aed  raiweatioii  of  a  Rceme  bjf  neipMeiiy  fhal  be 
the  nuc  as  lor  Rpritsaad,  raaawal,  iiiiittartflft»  auipantioQ 
andto^eatjoaofainiiir 

p)  Any  penoa  mtf  be  bsaed  a  Uceiue  withovt  caaiaiiia- 
rioa  if  be  or  afae  held  a  vaCd  iicciise  inaod  by  (kb  cuniBiiii 
beafd  wMdi  exphed  net  more  ihaa  ooB  ymr  prior  <o  lbs  daae 
fli  BppHcatifliL 

~        ifncia(:itn69.4ikifiv6iu«.)im. 


Uaama  by  •Kamfeiaaon.  (1)  AppOeiAtf  may  obt^ 
It  Besaae  by  aueeeoAdy  p«***»g  a  aaalUyiBg  «»«™t"«»tt» 
prenrldad  the  appfleaM  b  U  yean  ofase  or  older,  does  MM 
ha«waiianGaareaa«ietieareeerd,fiib)eciie&  lllJll, 
1 1 1 J22  and  t  f  I J35,  and  hu  an  edaewlaa  equhralem  to  a  4- 
year  ooone  in  an  aeoediied  U|ii  ichooL 
(q  The  aaaauaaiioa  Aan  kdiida  bMt  not  be  Emitad  IK 

(a)  Testa  of  knowtad<s  ia  the  feUowiac  aiaaa  as  they 
penara  to  the  rmki  of  hearing  aids 

1-  Baaf  iMiystfa  oi  i^aid 

1  TIk  aoatony  and  pfayaioiocy  of  (he  ear. 

X  Tie  roaetion  ofbBuiog  aidk. 

(b)  Pi««*icil  lest*  of  prafidoiey  in  the  ioIlMriag  iecb- 
niqaei  a«  ihey  peitwa  to  (he  finiiig  orheariog  aide 

1.  Paic  loiK  aadiometiT,  ioduding  air  coodaoioq  Icstiac 
aad  bone  cnndtKtioo  teaing. 

2.  Live  woke  or  reoorded  voioe  speech  aiuSotaeuy  indud* 
ioc  ipeeeh  reeeptioo  tlnnhold  testing  and  most  oonforubb 
Imirtnan  measuicmentt  and  meaiaronentt  of  lolaiBBC 


Z.  Madtlng  when  iodicaied. 

4.  Reeordiof  and  cvalaatioo  of  aadioi^aaf  aad  speech 
andiOBieKy  ledeieciiieproperKteetionMiidadsptioaofa 
haariagaid. 

5.  Taking  car  mold  laaptcsMos. 

fl)  The  a^fieaBt  fix- icentehyciaaikadoathafl  appear  at 
a  lieae  and  pbee  as  tlK  nanlnittg  board  darigaatta,  to  be 
miialnail  fay  meaaf  of  wriiien  aad  ptactteai  tetti  la  ocdtr  to 
ibmnBaiani  ikat  he  or  the  is  qualified  to  nii  liiii  iIm  fittiflf 
of  hearing  aids.  Siidi  csaminailsas  ahni  be  coadudad  at 


leaa  Iwriias  a  yvar  and  at  lucfa  ether  limei  aad  piaeas  tklil 
oaiad  by  ilMcianiiniag  board. 

(O  ApplicBiiona  for  Gxas^DationB  Shan  be  aabmiued  to  the 
cuminiag  board  at  kaa  M  days  before  the  data  eat  Car  (ha 
'**tww«''^"  aad  shall  be  aooompanied  by  the  "««"J'"»i««» 
fee  ipojiled  under  s.  440J)i  (tV 

Ithlim  HTScZI«;ltT?cH:lt»clSt.Jt|4tlMtt.JaKnBIC 
JM  1.  UK  (Ml  ■.  m 

4SIl07  Tamporwy  irainaa  parmR.  (1)  Ad  appftwm  «ho 
fuKHU  the  teqidnmcntt  regafdiaf  age.  Uaraeief  aad  high 
aeheei  edoeationasset  fonh  in  a.4S9jW,  may  obtain  a  uabMe 
pemai  upon  appSnUon  to  tlia  caamipaig  beard.  The  Ksata 
of  the  lioeasee  who  is  snpervidnt  the  uainee  Aal  appear  en 
the  fiec  of  the  pennit. 

{1}  Upon  ceeetving  an  appSeatioo  under  tlib  secdOA. 
aeeempaiiied  by  the  fee  under  t.  AiliJOS  (6),  the  «—■•'■*■; 
Iward  may  cnni  a  trainee  petn^  whiefa  nay  aahle  (fca 
applkaat  to  praduoe  C  uing  ofbcariag  aids  for  a  period  of  o«e 
year.  ApexsoaholdiiieavalidbeBiiuaidda^iaraorfiitam 
CoBsa  shiB  be  icsponsiUe  for  the  tfirect  tufuiUuu  and 
uaioing  of  the  appOcam  and  shafi  ix  fiablc  for  all  aqtSgeot 
aetsaodombsionsofihetMiflMittthenningaffaaBringaidk 

(1)  A  Inlnoc  permit  may  be  icoewed  or  rBfAnaad  eeea  V 
(he  tnlnec  shows  that  he  or  she  tMd  aefli^nt  eauae  £br  hdag 
unable  to  oompleiB  dm  requivBment*  for  peraiaimt  Goetisaab 

HI  Tbeoamimng  boaid  AaB  etwetwaga  (he  wtibHrimiant 
ofcdocaiieaal  coutaea  for  (he  tiiiidBg  oTaU  peiaona  wisUag 
lo  bcconw  lit'iuuad  hearing  aid  <lcato<  and  Buea. 
imc«ifii«i4i  *.«(«». 


4SMt  Moaoatodapaftmaetolplaeaolpiaodaainadaata 
hoidars  M  lewm:  bow  girmi.  (1)  A  peooo  who  holda  a 
fleania  dull  nodiy  the  rfrpanmciit  io  writing  ef  the  cagilar 
addiHi  of  the  plaoes  when  ha  or  aha  cDgaftt  «r  iatcttdt  10 
engage  bi  (be  piwtioe  of  Bttisg  or  tflOng  bearing  aids.  Tie 
■cansaa  shall  iofona  (be  beard  of  any  ehaaga  hi  tbat 
»Mtmtt  Krithiq  M  days  oTtha  change. 

(2)  The  depanaaoi  dialt  lav  ■  raoord  (rf'tho  ptatoe*  of 
ptaetiee  ef  peitoos  who  tudd  Beenaea. 

WAnynodocwqalfcdtobcgivcnbytlmdepaftmatana 
panoa  who  holds  a  ficaaae  ritall  be  mailed  to  Ihe  peenn  by 
iq^ttend  or  certified  maO  ai  the  addios  of  (ha  last  plaea  (lir 
piietiee  of  which  he  or  she  haa  nodGed  Ihe  I 

NMvy:    09  c;  tCt«.JT.)IHt  >•■>•- SI 


lie  aquipninet  used  la  tte  ewahsuioo  ofhenibig  MoitMty  Car 
(to  nttmg  and  sab  oTharing  aids  sttiN  be caHfaitied  Mt  (Hi 
thanooeeewiyeBoiiihi:  rwlifir^iion  of  (hcae  gUawaiions 
shall  be  mot  to  (la  ——?■"■■[  faeaid  with  the  Roewal  lee 
required  in  a.  4$9jI>9. 


410^09  Ra»apaiatticanaa;l— a;a(leotq«Mh»r»te»anaw. 
Each  pe«oa  who  pnciJect  daaSng  in  or  fitting  bearing  aids 
Shan,  OB  or  farfore  Jammiy  30  of  ci«v«tMiberad  yaact 
MIowinc  HaeBfotc,  pay  lo  thcdepeitmcat  the  lamwal  fee 
spedfied  in  a.  44005  P)  and  keep  the  ceiliflcBte  oonapien- 
eusly  posted  m  the  peiaoa'a  tiOlee  or  plaa  of  hobHas  at  att 
thnaa.  When  mote  than  one  office  is  opemed  by  the  leeaaee. 
dttpfifaie  eeitUieMcs  shall  be  isswd  by  the  depanmani  (br 
potiiig  in  each  locitiao. 
Htauiyi    ltna.l». 

41110  filMlptinrygMM0da.(1)Satvea(osbbch.IIa(cfc. 
1 1 1  and  the  idm  adopted  under  s.  440X3  (I),  the  etaainiag 
beard  auyraprimand  Ihe  hecaaee  or  pomit  bolder  or  rewoke, 
smpcnd.  twit  or  daay  the  tiiiMe  pcnnii  or  iocma.  «r  «qf 


/^. 


332 


4sa.io  MSAMNa  AHB  cpecat  ncAuiNiite  BOAM 


IMOWitStitt.    nt2 


oofflbinadon  Ihamf.  eraay  p«MOn  who  l«*d«i>aaiiy  oTlhe 
rcillo«4nF 

(a)  Made  amr  lal*e  «ai«Mia  or  fivM  any  bim  iofcfao*- 
iloB  ia  eoMMCttoa  %vkk  aa  avpicaiiea  for  a  fioMM  «r  ttaiMC 
psmil  vf  far  renewal  or  ■"""-'—"-"'  of  ■  Uccaie  or  Iraanec 
pcnntL 

(b)  Bob  itauad  a  lifiadM  or  tranw  pcnalt  (htDo^  ecfor. 
(e)  Bon  aitji alii  ami  (Miually  inCDOHMiMi  b;  a  aawt. 
(^  friaa  faand  g^y  of  an  aiaoit  iha  duMaittanoai  oT 

.^JJ.pJ^.««Ully»l««>lalfc>p«glLB.rfniHmgaftrt<lf«Hat 

in  haantf  aida. 

(e)  Vidaiad  ihit  Hibdiapicr  or  ^  440  or  aay  fiadanl  or 
dale  cutatt  ttrnile  wkidiidaict  (o  the  pnctioB  orHltkig  aod 
ikaBaf  in  beariat  aid*. 

(I)  Ptatfaarf  aa  a  heariag  iniininimt  ipecialiit  wfaiie  Ibc 
paana'a  tbOkj  to  pwqiea  a«at  linpaiitd  tq>  alcohol  or  Wl»!r 
drati  or  pbyttBt  or  BKiital  dittfaiGiy  or  dlacaas. 

(U  Ma4a  a  atibauatial  niirepcMetiUtioa  ia  the  eeuna  of 
pcactkc  wfaich  ««*  cdkd  upon  by  a  dual  or  patkaL 
(i)  FaBe4  (o  oooduet  a  dlfca  obacrwiuoa  o^'tha  puRbaav'a 


0  P.m.^r■^  ia  coadwa  wUch  cv(de<«ood  a  lade  o(  kaowt- 
e4|e  or  aMttiy  lo  apply  piincqila  Of  *killi  of  fbe  practice  of 
QtiBc  aad  dcaing  io  b<Mia|  aidi. 

(IOEa|i«BdiounprerciiioiialCDadwa.  latbiitubaeetioB. 
"^uapioftadoaal  cocKfaaa**  aagom  Om  vioblioa  of  aay  uxn- 
daid  of  pror«naiwl  befaavior  tvbieh  tbfaDfh  atpwiaaea. 
ilitrmtBtewa^itiiaailMttMlghaaliaeaaiawtiWirfMirih 
^^  pr***^'^  **^  fiitw^  M»A  4*ilim  in  ^uinaalds. 

(L)  ObttiMd  or  atHmplK  to  obiaia  oaapamaltoa  bjr 
ikandordeecii. 

M  VIolaled  aiqr  order  of  dK  exaarininf  boaid. 

M  KaowiBcly  aapioyod  dinetly  or  iodifMliy,  10  pciliMm 
amy  amk  icgnlated  voder  Iha  aubcfaipter,  my  pcnoo  not 
Docand  or  not  hobSng  a  tiaiiiee  penit  aider  tUt  nlb- 
dhtplor.  or  «>liOM  £«»»  or  tniaee  posit  hai  been  ans- 
pcodad  or  rcvokad. 

(o)  PeiBluad  anoihcr  pqaoo  to  use  bb  or  ber  nociue  or 
miBMpaaBiL 

(p)  Sold  a  heafiot  aid  10  a  ptnon  who  wu  not  civca  icstt 
uanc  appriipiiaie  ptonedmei  and  hmnaqcutadon  or  «ilh> 

out  ptnpT  HMmmmitt  of  IK.  r«.w^U».l  ,-..fai.ffi«y  ^  ^  j^,,^ 

of  (be  pcnea'k  hearing 

^  (a)  An  iwfividual  wfaoie  Boaaaa  or  traiaee  petnli  ii 
Hnitcd  by  tbc  caaraimBB  board  auy  eoaiiaua  lo  waetka 
under  the  Ugcibc  or  ponit  if  iha  ioiGvidual  does  afioftbc 
foUowinr 

1.  RcfiEaiiit  fram  oagagiag  in  unpcoftsaoMl  conduct 

2.  Appear!  bdbre  the  cxamliilng  boanl  or  Itt  offloan  or 
agenu  upe«  each  raquatt  eftba  axamimag  boaid. 

3.  FvUy  diidotes  to  the  aataunn^  board  or  iu  oflieeK  or 
agmts  die  naairc  of  the  IndMdtiaTt  prvtiee  aiul  eoodiiet. 

4.  Fully  coaip&c  with  tha  liiniu  pbtal  on  bit  or  bar 
practice  and  oooduct  by  the  examiiung  board. 

i.  Obulot  any  additional  tninjng.  education  or  supovi- 
aoB  raqairad  by  Iha  axaauniiig  boaid. 

6.  Coopoai^  with  all  icawnaUe  ivqucsts  of  the  CMOiia- 
Iqg  board. 

04 The  eaamining  board  OMy,  as  a  coadilion  of  mnoving 
a  EniiuiHm  on  a  Gocnie  or  irataea  pennii  iaoed  under  thb 
iubdiapier  or  of  leiMUtiag  a  Eoeme  Of  trainee  permit  that 
ha*  bm  saspeaded  or  icvofced  under  thii  Mibehapter,  require 
the  jictiwe  or  permit  bolder  to  obtain  nunimiia  malts 
y*cjfi°d  by  lie  cxaimaiag  board  oa-ene  or  more  pbysod, 
oiai^al  or  pnifeasioBal  eompctoKy  eaaninations  if  the  exan- 
i^ag  board  detctmiaas  that  obtaining  the  mininnim  Rsulu  i» 


leiaied  to  coneditii  oat  or  more  of  the  baaei  I 
Emiiatiaa,  tunwwitioii  or  lavocalioa  av  tapeaad. 

(i)TI i*iinl liiwranfift'lMftnnrwiaimit 

a  EoBiM  that  hat  been  pttpnirtrA  under  ihh  Mbebapler, 
icquiic  the  IIcciup  bolder  to  past  tha  ewlnatiea  fi^wttd 
Car  Iniiial  Bfanwirc  uadcr  a.  4S9JK. 

HhUfyi     Naia.rBiinis.lU. 

asLios  HifliBilan.  If  h  app^rt  upoa  cetaplaini  to  the 
cmmining  board  by  aay  penon  or  la  kaovnio  the  exanWag 
board  that  any  pcaoa  it  piaaidag  aa  •  bcwvg  jpanwait 
tpwiiHw  wtthoui  a  Beata  or  ladnae  permit,  the  qaaBJpiiig 
board,  tha  atteraey  general  or  the  dinria  alioraey  of  the 
proper  coonty  way  iuvcitlgate  and  may,  ia  additioa  to  eiq^ 
other  reme&s,  bciog  an  action  in  iIm  name  and  oa  bihatf  of 
thh  state  agiias  the  permn  lo  aqioin  the  p;naa  fiom 
practice. 

mia.21»;l«»«.]l4 


4M.11    Tofttnv  aqiUpiiiant  The  aaandniog  board  aiqr.  i* 

or  rent  aodicmanic  eiiuipment  and  &eiliiiet  aeeesaiy  •» 
cany  out  thcoaminaiiea  of  appBaant*  Car  lieiaMf. 

4SB.1Z  Hulea.(1>Tl>e«nfatiilnlngho«idnwyn»h*nd«anot 
inriftiiUBMitwIifaihelawcfrhliWUBwbidiareiwooiatyio 
any  out  die  Inaem  oTthiiaafadupier. 

for  the  eaibetiioflt  and  ewtifiesiiOM  requiied  hy  «.  «]9jOtl 
(3)  ThenraiBhihn  beard  ihaB  by  lub  preawfte  ihapanher 
of  tnincca  *  iieeatee  nay  aopervite  i*ader  s.  4$9J0T. 
IMa.>l4 


4St.ia    Panaay  Any  penoa  vlotaiing  thb 
tay  rale  piom^iatBd  nadcr  this  Ribobapter  Shan 
raoM  ihaii  SSOQ. 
Wa-w   iM*a.)U. 

4SS.14    EMaipll«it«.<1)TWiaubdiaplcrdoaaBatapp^loa 

pfaydoaa  t"^nf»^  ^  *^f  mfrlifal  exanoniiig  bOAtd. 

OQ  TUs  subebapter  d(-)t  net  apply  to  a  pcBoacaviged  ia 
the  piactioc  of  meaniting  hitman  heariag  for  sdeoiqg  heat^ 
ingsidt  oraay  other  FUfpoae  if  Iha  penoaor  the  orgaaiiaiieo 
onpioyini  rah  peoon  doe*  not  idl  bearing  aide  or  haaiiag 

SUBCHAPTER  n 

UCEMSURE  OF  SPEECH-LANGUAGE 
PATHOLOGISTS  AND  AUDIOLOGISIS 

49fl.30    OeilnllloiB.  In  this  lubchapler 

0)  "AudiofeeaM*  niaaiii  an  individual  cogaped  in  the 
practice  oraudioiogy. 

(3)  "Audielogy"  pieam  applying  prindpies,  infthodt  or 
procedures  of  picvcniion,  identiricatioa,  c«aluaiiaq.  ceotul- 
talion,  inlcrvcnlion,  imtnieijan  or  reseatcii  iciaied  lo  hear' 
iag,  vestibular  function,  or  any  abnormal  condiiioo  related  to 
liimiiiii,  uiditacy  louitivity.  acuity,  function  or  pfocaniiifr 
tpeedt.  langu*^  or  ether  abenani  behavior  rouking  fnini 
beating  Icm. 

(3)  "Examiniikg  (ward**  meaoi  the  heaibig  and  >paech 
exainiiilne  board. 

(3m)  "UBaafaa"  miaat  an  iadivideal  Kemed  aader  tidi 
iobchaptcr. 

(4)  '^paech-laAgtmee  ptholegUt"  meaof  ««  iodividuai 
csgagcd  in  the  pnciioe  or  tpeecb4anguage  pathology. 
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.Ui]     SQ4IDWu.Siiu. 


MtAMMA  AMb  MfitCM  auaumtm  aoAiw  4S«J4 


(S)  "Wl>^ne<»K  P^flioer*'  meut  ipoiyiAi  prato- 

pio.  BiediOdt  or  proeeilure*  oT  preveaiioa,  idoMfCetlioa. 
cvtltnuoa.  enaluHlllftO.  imervcattofV.  iimrediOB  or  ft- 
■■nil  raUied  lo  ipoodv,  luicttteB.  oogniliaa  «r  twtnotrinii 
or  wf  •boocmal  condilloa  famolvins  tpeech.  aitionitiioa. 

htiiilnn.cofnittenareoiamairioUon  or  onl  tiluiyagBil  of 
lifyiifCBl  fcnfoftatocor  uunipctcitnfi 

WWwii     IW*a.JI4. 

4»«  AppUombBMy.OlThissitetiapiA-tppUQinerJaiw 
n.  1991. 

(t)  Thh  tnMapur  does  oat  de  any  oT  the  foBowifls: 

(•)  Autfaoriis  an  indhriduti  neeaterf  otKlcr  thU  MibdMpttr 
M  cante  ta  tajr  praetioe  Tor  wfeiefa  a  Kceate  h  nquimd  undo- 
dkMS. 

(b)  Aotbofue  in  indhridiBl  Goemed  imda  Ulisslbcfaaple^ 
l«  dipeuo  oridt  bcarioB  aids  witlwai  obuiaiof  a  bBariat 
hutnMMDi  <pftTate  llGcasc  uader  tubdi.  {. 

(4  lla>|«<i«  a  borins  ionrvaem  <wfilitt  E^Biad  aader 
«abdk  1 1»  bo  IkoMcd  aa  as  audicdesiit  oate  tbta  tubofaapicr 
10  aoctse  in  the  testing  of  haaripg  or  k  other  pfaoiieet  or 
proarfinta  fdalr  Gar  tlie  puipote  oT  littlnf  or  talDac  baaxiDs 
aidt. 

(d)  Reqobc  aa  indhridual  n^to  enfacs  in  llis  ptaote  of 
^iiinnli  liiitiim  paHwlaty  or  awfiaiogy  ai  pait  of  a  Hyg» 
«iKd  eewic  oT  atady,  wrinrlfaig  ag  ntouhlp  or  dliietl 
paetiaooh  ieadini  in  ■  degree  in  apeedhlanvaiP  padiolOD' 
or  andblogy  at  a  eoOeie  or  oniTHii^  (0  ba  Ueented  oada 
chif  airiiekapler  ITtfaa  indMdiial  ic  datignaled  by  a  titte  wMeb 
deariy  iwfiona  oatitt  ac  a  ftwinai  or  uaiaaa. 

(e>  Bcquira  an  aaiploya  or  a  ^peeek-UmMge  pathebpst 
or  todMogitt  10  be  fieeoaad  iHda- Ais  oibdttpter  Co  aaritt  in 
tk»  pracdea  oT  ipeah4iagiu(e  pathology  or  audolagy 
under  tbo^feetiiHii4>iiton  of  tJaeprwI^fangnigeptthniO' 
pM  or  aMdnuoptL 

(0  RaqnlM  an  indHdnal  lobeUeaBted  mdcr  Ihit  inb> 
ciMip«ertocagafain  ilKpneaoe  oT^Moeit^aBgaagipaUw;. 
«gy  or  andMogy  in  a  porition  Ibr  wUeh  tte  depuiniitt  cT 
publcfa«tinctiOBnqaiicaloBntMAasavaeeb  and  language 


mmttr   Meta.jt& 


OoMan  nl  oouncH  on  ipaaJi  laafliiaoe  pagtalagy 
•nd  nndlalogy.  The  eoondl  on  gNedt-ioguagfi  pathology 
and  andMogy  cfaafl  aivbe  the  enffliaing  bmrd  on  natitii 
pcftaining  to  the  eetabBihniftit  oToodci  oTetUeiy  the  nepos* 
tMoofdiaeiplioe.  the  granliagef  Seanteaaad  the  fannaiatian 
oTpiopoaad  ndeifdaling  tn  teaseei  and.  npon  raqoest  of 
the  anniining  board,  on  any  other  matter  lehiki  ta 


MMiiyi     ia»  •.>!<. 


...  (11  LKJMe  KBQUMD.  Bzaept  at  pro- 
vided uader  ».  459.22,  no  peaoa  may  do  aoy'of  the  Calloning: 

(a)  Eapga  in  tlK  pnctiee  of  epaecb-iupa^  patfaaiagy  or 
nee  the  lfaiB'*nimJfhngiagepaibologiir  or  any  rimlUr  title 
wpkm  tha  panen  holdi  a  cnmaii  ipeeGii4aagn«se  paifaol^ 
IJBt  Mfienm  Ranted  by  the  aaanmung  boand, 

(b)  Engage  In  tha  praeiiCB  of  andioiogy  or  uee  Ihclhle 
**atidiolo^~.  "cfiaieal  aadiologlif'  or  acqr  aindlar  title  oif 

I  hflldi  a  enacat  audloloeiit  Goenee  granted  ^ 


(In* 
*^iaiilfled 


iRUb  No 
aid  aiaihilnglJ**  or 


me  the  tMa 
aid 


(S)  Sr6ecH>i*i(0UAae  PAniaijoatfr  ttcMK.  The  ezmn- 
ing  boud  ibali  grani  a  tpeech^angnage  paiboloaitt  BcenK  to 
an  iadlvidnal  who  dot*  an  of  the  following: 

(a)  Sobmitt  an  tppSeaiiofl  for  tha  tamtm  la  Uie  doput- 
nent  on  a  rorm  prnwded  by  tha  dapartncnt. 

(b)  Payt  (he  fee  tpaciried  in  t.  440.QS  (I). 
(ctSot^lOtt.  niJ2I.  IIU22end  IIIJ)5.  Mboiiis 

cvMam  taiidaciory  le  the  esamhUns  boacd  that  he  or  the 
doat  net  have  a  oonvieitoa  teeofi. 

(d)  fiobmiia  avidanee  taiii&ciory  to  the  "«"*'""i  board 
that  ha  or  the  hat  eompldod  a  aaperviaed  cUnieal  ptactieaa 
ud  melMed  a  matter't  dagMB  in  ipeeeh-laagaage  pathology 
Cran  a  college  or  uahrertity  appR»cd  bj  the  enminiBg 
beard,  or  bw  oanptcicd  adueation  or  mining  that  the 
caamlftiag  board  ddcrmiao  i<  to  baaniiaUy  eqnivalamo  the 
Gompletioo  of  tbote  requiremeott. 

M  Snbmiu  evUenee  catitTaeiofy  to  the  eninrining  board 
ttau  he  or  ibe  hi£  paned  the  mminelton  required  (ot 
eartifleation  as  a  tpeeeh-Ungvage  pathologiit  by  the  Anitti- 
ean  apoooihtancuace'bBanog  association  or  paties  an  czand' 
nation  trnder  s,  499.26  to  ^eieiiMim.  fhnesc  ai  a  speech* 
laagaage  pathologist. 

(I)  SafaBBU  evidence  catUTaeuiy  to  the  rirawinhg  boaid 
that  he  or  she  has  oompieted  a  peognduaie  diniearrallow- 
ttop  in  veaeik'UngnagB  pathology  appmvtsl  by  the  eanm^' 
log  board. 

n  AutHOtooBT  uaa«SE.  The oamlaiag  bond  (hall  gnnt 
an  andiologist  ttocme  to  an  individual  who  does  al  of  the 
IbBowiog; 

(a)  Stdnnia  an  applieation  for  the  Koense  to  the  deptn* 
■eea  on  a  font  preinded  by  the  d^aitment. 

(b)  Pays  the  foe  tpeeUed  in  b  44005  (I). 

((»  Sttt!)ea.to  ts.  I11J2I,  111.222  and  I1IJ35.  sdmitt 

does  net  haw  a  OKTvictiaa  leconi. 

M)  Snbnia  ovjdcBec  attifaftnry  to  tha  amaiiAtg  board 
that  he  or  she  has  oompfoied  a  supervlasd  dioical  pnwtieain 
and  reedved  a  master'a  degree  in  Mdiaiogy  Ctaea  a  ooUep  or 
lialMiiity  approved  by  tha  nsaiiaMing  board*  or  has  oon* 
plated  odBcatJon  «>r  timJning  that  the  caamlntng  boaed  deter- 
raines  it  tabstaadally  e^vaknt  to  tha  romptetion  nfthoie 
i^qniianirtiiti, 

(e)  Snbmits  evidence  saiisftaoiy  to  the  aamtnitM  boaid 
that  ha  or  she  lias  pasted  the  eomination  reqttfiiad  tot 
oenifleatioq  as  an  andiologttt  by  the  American  speedi* 
Jangnagr-hearingistodatiooorpaaeaaneaaintlnailnHnHttiT 
s.  499J6  to  «lctrrmiiie  litnen  as  an  endiologlst.  or  has 
ampieted  edncBttoa  or  training  that  the  onnnring  board 
detcrndnes  is  subttaiuiaBy  cqulvaleni  to  pairing  one  of  those 
eeanitttaiions  in  detemioing  fltnets  as  an  atidialogisL 

(0  Sobndu  evidoice  satltfanory  to  the  eaamjaiag  board 
that  he  or  the  has  contpleted  a  postpnduate  c&olcal  fellow' 
ship  in  audielegy  approved  by  the  eaninlng  boaid  or  has 
cemplftrd  edtieatioo  or  trabuog  that  the  eramining  boaid 
dttennines  b  subsiinttally  eqidvalem  to  the  coaplwinn  of 
saefa  a  fellowship. 

M  Pomm  or  ucense  csxTtfiCATB.  Tha  depaftMod  sfcsO 
iinie  a  eeitincate  to  each  licensee,  oeniiying  that  the  holder  is 
fieeniBd  to  prteiiee  ipeedi-lanptage  palhoiocy  or  ataliology. 
The  fjeeniee  than  poft  the  certiricaie  in  a  coaspienout  (daoe  in 
the  BeanKet  plaoe  of  bosiness. 

(9  ExfiBATiOM  AND  asNnwAi.  Lieenses  isstted  under  tlas 
aubditpterespireoo  i^efaniaiy  I  oTeaeh  odd-nwnbarad  year. 
Renewal  appficuions  dialt  be  tuUnitiBd  to  the  depameent 
on  a  fofB  provided  by  Iho  dcpartnwnt  and  shall  tactade  the 
taewal  fee  spebfied  in  the  n4es  promnlgatod  under  t.  439  JX 
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(<)  TEMranAiiv  ucvoc  a)  Upoa  appiicaiion.  ihe  cm"""- 
ing  biunl  nay  Rraiil  ■  umporiiy  licoite  lA  pncuee  l|i««cli- 
|an«i>(e  p*lholocy  4iiTing  the  completion  oflhe  pOiipvlii- 
aic  MlowiUp  nq»\rci  uaier  lubL  (2)  (0  if  lite  appiiont 
pnelieM«nd«rllieiu|iern«ieA«r«tt)mcb-Udft«»tep>thalo- 

giit  Ikouol  under  tub.  (2).  s«ii»rics  Ihe  requifcmcnU  uiKkr 
tub.  (2)  M  to  (d)  and  has  mbioiued  an  appUcation  lo  lake  ihc 
neu  availabl*  CKanHnalian  for  lieauure  ai  a  ipeed>4an|Ut|e 
patboloflct  undo- 1. 4S9M. 

(b)  Upon  apdiictiloa.  the  cxamininB  boaid  may  tnni  • 
lenipanry  lloilue  lo  pncdoe  audiology  durlac  the  comple- 
Uoa  of  the  pastscadoate  felknnhip  required  under  sub.  (3)  O 
if  lb*  applicunt  piMtioe*  twder  the  lupeoifioii  ef  an  audiolo- 
pst  ikmcd  under  lub.  (3).  wtisrus  the  requHcmoits  undar 
lub.  0)  (i)  M  (d)  and  baa  lubmiued  aa  appEcUiaii  to  takt  Iha 
next  availahle  ouuninalMMl  Tor  liconsuim  aa  an  audlolefUt 
gndH-x.4S9.26. 

(^  A  isinpafaiy  liGenM  tranted  under  Ibb  subMCtloo  It 
vaGd  Tor  a  period  ilai^pialad  by  the  eumiainx  bond,  not  to 
caeeed  9  mojiths,  atui  may  be  renewed  onoe  by  tbe  cxunlidng 
beaid.  An  appUcut  for  a  tempotaiy  licctuc  thall  pay  tb« 
Umpofary  EcnsD  ba  xpodfiad  in  the  ihIq  promulgated 
uadcrt.4S9.33. 

IWI  1.114. 


IMJtS  Eaamlnaliaa.  (1)  The  esamiitins  board  shatt  coo' 
4ua  cKUointfioat  Tor  speecb-Ianpiagc  pstfaokv*!  *■>■'  *^' 
dofisl  lioemure  ai  kast  lonniniuaUy  and  at  times  tad  placet 
ddenwned  by  the  tx*miua%  board-  The  csanining  boaid 
than  piovida  pubfie  BotiM  of  «ach  examigation  U  least  60 
days  befofc  the  ^te  of  the  exammatioa. 

(3)  Examinations  shall  oonsitt  of  the  nftnitnllont  iv- 
^wied  forcedificatnn  Bsa  apceeh-famcuace  palhologitfCf  W 
M  «udiolopg  by  ihe  Ametican  ^eedt-botiate-lKaniic 
tttDcialion  or  nay  oondtl  of  other  written  tests  that  iei|aire 
applicaats  lo  ditiiiinmata  minimiiiB  eoMH*.t«!ni;y  in  scrviecs 
and  tubjeets  sabslaBtfally  ictatad  to  tha  fnt^t»  ottpotA- 
hqpiasc  patholocy  or  auiUoloty  *nd  that  aiv  substanlialiy 
eqaivalem  to  the  cxaminationt  required  for  such 
eeniAcaiioa. 

(S)  An  individual  it  not  eliciblc  for  examination  unlett  be 
or  ^  has  satiiAad  the  lEquiremcms  Tor  Hccasart  under  s. 
49J4  (2)  (a)  to  <d).aBd,  ai  tew  30  days  befeic  the  dau  of 
examinalieo.  ttibmiti  an  application  for  examiaalioB  to  tha 
dapoitmeat  on  a  fom  pnmded  by  the  dcpaitmcat  and  pays 
the  spcaTicd  Ice  in  s.  440JIS  (1). 

4S3M  lJe««a«*ao(Qth»riurlsdlcliona.<1)Uponapp6ca- 
lioB  and  paymau  of  the  icdprocal  license  ree  ipedfied  in  (he 
rules  pnimult^ied  under  s.  439  Ji.  the  eiamiiiaiB  board  shall 
innt  a  lieoise  (e  praetiea  tpesch-Unguap  patholocy  <>' 
eudielogy  under  t.  459.24  (2)  or  (3)  to  an  applicant  who  holds 
a  conem  tpcech-lansuafe  pathotojiisi  or  audioloslsi  Besnaa 
in  another  tiaie  or  lertltory  or  the  United  Stales  if  tha 
cxaniiniiig  boaid  detetminas  that  the  nquiiaqcnis  for  Ueen- 
pue  in  tha  ether  tute  or  tcfritory  are  lubsuniially  equivalent 
to  the  icquiiementi  under  s.  4S9.24  (2)  or  (3). 

(2)  The  examining  tioard  ii\ay  eniar  ime  r^iprwal  rngpce- 
manis  wi«h  oflkials  of  other  states  or  urtliories  of  ihe  United 
States  lor  licoulng  tpaedHfanguage  pathologitts  and  audi* 
ologisu  and  trant  tiaoaes  to  applicants  who  ane  beented  In 
those  states  or  teriiioriet  according  to  the  tttmt  of  tha 
reeipnia)  agrttmants. 


«njO    floaieiaUuii  ^  fleum  >.  Any  imlividual  Eeaased  as  a 
tpecdi-language  pathologist  or  aui&ologist  who  faib  u>  fo- 
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new  the  lioen**  befOM  lu  eapirailon  dale  nay  renew  the 
liceflte  ai  follows: 

(1)  If  (he  application  for  naiewal  is  submitted  to  the 
department  not  more  than  1  yeart  after  (he  expiration  of  the 
applicanl's  liccnic.  by  pay(nent  of  the  renewal  foe  spedflcd  in 
ihc  rules  pramuigiied  under  s.  439  J3  and  the  fee  speciAed  la 
s.  440^S  (4)  ot  (5). 

(2)  If  the  application  for  renewal  it  ^boiilicd  to  the 
depanmcM  man  than  2  years  after  the  expiration  of  the 
ipplkani's  llocnic,  by  paymen(arthe  reetpedfledins.  440jOS 
(I)  and  SUCCessfttl  completioo  of  the  appntpiialeeaainiBatioa 
under  s,4S9.2(. 

HbMnn   m>t.Jit. 

450:^2  Umlted  panniL  (1>  Upon  appliation.  the  cxamllf 
ing  board-shall  grant  a  pannit  to  pnctioe  speedi-laapiata 
pathology  in  association  with  a  speeeh-language  paihnlogist 
iietiisad  undar  s.  4S9J4  (2),  or  to  pnetiee  awSoIogy  in 
aasectatioB  with  an  audiotogi It  licensed  under  s.  4SU4(3),  10 
an  individual  who  b  not  a  rcsidctu  of  this  state  if  the 
individual  submits  evidence  satiafteioty  to  the  ciamiidng 
board  of  having  tatidifld  tha  raquiicments  for  fieenswrc  under 
s.  4S9.24  <2)  (c)  and  (d)  or  (3)  (C)  and  (d).  The  pemit  staaO  be 
valid  for  the  period  designatnH  by  the  cxamiiting  beard,  not 
to  exceed  10  days  in  any  calendar  year. 

(3)  Upon  application,  the  examining  boanl  shall  0«iit  t 
pcnaii  to  practice  tpeech-langaagc  patbcriogy  oraudiobgy  to 
an  individual  who  is  not  a  lesldeat  at  tlds  fmie  if  the 
individual  holds  a  cuntat  spaeeh-laagitate  paihologitt  or 
owSologist  license  in  another  sute  «>r  tcnittHy  of  the  Ueited 
States  Md  the  examining  board  dctcnnines  thaithc  icquiR' 
monts  for  lieeasurt  in  the  other  state  or  leniiory  aie  sohiuii- 
UaOye<iuivaleiHtathe(ei|tdre*nenuundarf.4S9J4(2)or(3i>. 
Tl«  peinit  tliall  be  valid  for  the  period  dtrignated  bj  the 
examining  boaid.  not  to  oKCod  4$  days  in  ajvcakndvycar. 

(3)  An  appfieant  for  a  bniied  permit  tinder  (ub.  <l)  Or  (2] 
shall  pay  tha  limitad  pemiit  fee  tpeofied  in  the  iiilet  promiti- 
gaicd  under  S.4S9J3- 

Hkavr    imi.li*. 

4aM3  feea.  The  depattmcat  shall,  by  ntle,  estabttth  tbc 
amoiwt  of  tbc  lees  rcquiiod  under  ss.  4S9.24  (5>  and  (Q  (eX. 
439.28  (I).  4S9.30  (1)  and  4S9J2  (3).  The  fees  shall  be  bttti 
on  the  approximats  cost  of  the  rtguladon. 

Hlfmjs     inSa-JIS. 

4$9J4    Dtodpinary  procMdbigs  and  aettona.  P)  SubKCt- 
to  Ihc  rvles  piomulptcd  under  s.  440.03  (I),  the  cnniniilS 
board  may  make  investigations  and  oondoEt  heaiinp  10 
determine  whether  a  violation  of  this  subchapter  or  any  rule 
promulgated  under  this  subdtapier  has  oeetuttd. 

<2)StibJecttothcruletpramulcaied  uBdcrs.440A3(l),tbe 
caamioiog  board  may  rtprimartd  a  GeeniM  or  permitiaa  or 
deny,  limit,  suspend  or  rcwolce  a  license  or  permk  under  this 
subchspicr  if  it  Tinds  that  the  appficaai.  liixnsee  or  penniKcc 
has  done  any  of  the  rohowiag: 

(a)  Made  a  material  missioicmeftt  in  an  application  for  a 
KtrnsT  or  permit  or  for  renewal  of  a  Kccose. 

(b)  Engaged  in  conduct  in  the  pnctiise  of  spe^b-iaoguage 
pathology  or  audioiogy  which  cvidencei  a  lat^  of  knowledge 
or  ability  to  apply  professional  principles  or  skills. 

(c)  Subject  to  ts.  111.121.  111.322  and  MIJ33.  bstn 
ceovieled  of  an  olTeiise  the  cireumsaaoes  of  which  subftan- 
(ially  (cUie  to  (he  ptaciioc  of  specch'tanguage  pathology  ^ 
andiotogy. 

(d)  Advertised  in  a  manner  which  is  false.  dceeptWc  or 
misiading. 
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(c)  AdvRtiMd.  ptadkrd  or  atlampted  U>  (vactia 


(OSotvMtlOH.  IIIJ2I.  lHJOaadmM,fifmamoi 
i|Mili  tiii|iinn  paibototy  or  Midtototy  wfefle  Um  iadhi^ 
MTt  abBty  w  pooiaB  wu  opaned  bjr  ikBiial  or  eibcr 


(t)  Vioteied  ihM  wbehapur  or  aay  ruk  proaufciiAd  wider 


(m)  (•)  An  llidl»Mlnl  «tiMe  HecMe  or  baiial  pmnii  it 
SiriMl  ^7  ika  wwiiBHf  bood  May  eonciauc  to  prMliee 
wder  the  BceaM  or  pcnaii  tr  itac  IwlNidwal  dos  ail  of  the 
fiOowJiic: 

I.  lUftaha  liDm  — |»tiat »  tiapfoftwtowal  roadirt 

1.  Appon  before  iIk  rwi»inin|  bond  or  iu  cfficcn  or 
agMti  upon  odi  icquea  oTifaB  miinnian  bawd. 

X  FMhr  diidoHt  to  die  canBUng  board  or  lis  oflkers  or 
neaa  the  nuiife  of  Oe  IndMduaT*  pmebee  aad  eendueL 

d.  PitUj  cowndiri  with  ibe  Umhi  placed  db  fab  or  her 
poetiee  ud  eoMdoa  bjr  Ibe  camwnoii  board. 

5,  Obuiw  any  addidooel  mWiic  edoeaiioo  or  tuperrt- 
floo  rapofcd  fay  ihe  cxaniniflg  facacd. 

fcCoopetiieiwtUiaHintwtwWf  leqiKittofthccnawin- 
tagbeavd. 

dO  TIk  exmiiiiBi  boaid  ^ay,  as  a  ooo£tiaa  of  ranpnag 
ainilMioaoaa  Gceme or  Eadiad petBh  hned  oaderibB 
labchapiar  or  ornBaaatittt  a  Dceoae  or  limited  pomH  (hat 
tot  beaa  aaipcaded  or  Nvoked  nader  Ibk  wbekipiat.  fMiviri 
Iha  Becasc  or  pcnnh  holda  to  ofattia  mlotiww  icaiti 
m^Mti^A  ^  |||£  ocandflng  baud  ob  one  or  ommv  pfayBctU 
y*^'"^^r"*"'— "*"*''^^"'l**'^'^y  *****'**'"***"  "'*^^""^ 
Uk  board  dctcnwoM  thet  obttioios  the  adalBiaBi  icndti  k 
idtwd  tooonedmcooe  or  awMof  Ibebaica  npofl  anach  (he 
atiidEairtiu  f**fp*'**^***  oricvootioo  meinipoeid. 

WnwcmMBwgbo«rfw>yi>»*ceitditlc<iofrf>iiaiili>| 
•  Bciwii  ibei  bee  faeao  PHpwridad  mdar  tUi  aahdaptg. 
leQwe  Ifac  fr'fiiif*'  i*tH^**  to  post  tiie  ^""""'^tifta  leQuliad 
far  odlid  fioennva  iMdar  a.  4SU«. 

m  la  adiBtlea  to  or  in  Baa  of  a  nprioMiitf  or  denial. 
Imltitfcin,  awpcMJOB  orRvooMiQa  of  a  Ecme  or  pemit 
oodcr  tab.  (2),  ilie  ttamiiring  boaid  may  aiaett  agtbuiaii 

tft'^rV^^  |jf*"ff  <**  fMwiiht—  »  Ihiatnam  iif  mm  U«  than 

$100  aor  ama  ifcaa  12400  (be  aoeb  vtolatioa 
(•a^(3). 

NttctM. 


SUBCHATTBlin 

REGISTRATION  OF  SPEECH-LANCVACE 
PATHOLOGISTS  AND  AUDIOLOGUm 


IB  the 


OaOiiWlBM.  In  tfait  mfaehapter 

(1)  "AadiototBt"  mBans  an  indnidual 
pcMiiec  of  aodi^ocy. 

n  "Aodkilecy"  «>eua  applyiac  priBcipki,  aictbod*  or 
pweedww*  of  ptewennop.  idrniifinaiina.  evaluation,  eaoml- 
mloo.  inlervcniioii,  inftnieBoB  or  reaeaeeh  celated  to  bear- 
ia^  vcsiibeJar  rioKnoB.  or  aay  abtiermd  cendiiioa  idtied  to 
dpahus.  audiiory  taiitivtay,  ■cuiiy,  fiactfea  or  proecHiet. 
fpaadi.  IniBiB  or  oOkt  abcnant  bebavior  r^aitiiig  front 
bMAoglett. 

P).  "EiamimB  boanT  Meani  the  hearing  and  speech 
ettsiaing  board. 

'Reglstivu- oNMi  B>  iaAvidual 


m  "Spoecb-iangua^  pathology"  neaiii  apptyiog  piiaei- 
pta.  netJwili  or  prgaedufei  of  pmaailao.  idcntifkaltoik 
■viluatioa.  eaamluijoa,  inicr««atoiu  iattrualoo  or  i» 
tordi  reiawd  lo  cpeadi,  laagotge,  nngwciow  or  (laaUaving 
or  eay  ■bnomul  oondilion  imrolriag  ^)»th,  aiTlnalMfcia, 
ducacy.  voice,  verbal  or  wrtnca  iaognapi.  nditory  eoapTB- 
bemion.  cognhion  or  OMBnnoiimiaii  oronL  pbarjmgeal  or 
ui'yikgeil  ttnsoKniotor  i 

IWtm  lit 


491X2    A(VUoBbllKy.(t)ThaiabGhaptcr«pptte*iluriagdKi 
period  h((|^nning  oo  Deeember  I,  1990.  and  aiding  oo  Jnaa 
M,I993. 
(SQ  Thl*  tubdupter  does  not  do  aay  of  liK  foVowiiig: 

(a)  Aotborrxe  an  iodrndual  registered  wtder  ihii  lub- 
cfaapur  to  enpgc  in  any  practice  Tor  whidi  t  Boiaa*  ii 
isqwired  under  ch-  44g. 

(b)  Aotlioria  an  IndivMaat  legietcied  tNidcr  thii  nb- 
cbapur  to  ditp«n«c  or  ecil  bearing  aidi  witliout  ohteiaing  a 
hearing  tmtrtnwnt  tpedalist  Caaie  mder  wbch.  L 

(e)  Require  a  haariag  iattrvtaent  rpufiaitt  BeeMed  under 
cabdt.  1  to  be  rcgutcred  •«  u  andiolo^  aader  ihia  aib- 
chapter  to  cugage  in  tfac  tewing  of  heaiiig  or  %  other 
ptatJiuet  or  [amjJmq  soUy  Tor  the  patpoae  of  fittiag  or 
•^^•1  bearing  aidi. 

U)  Raqite  an  iulitridaai  who  cogages  in  the  peeelifle  of 
ipeeeh4aaguage  patlialogy  or  andiola^  as  part  of  a  aapei^ 
viKd  eome  of  itady.  turiniliTig  an  inUMbip  or  cflaleal 
ptiOiwam  leading  to  a  dayee  in  tpeaeh^aaguage  palhnlngy 
or  audielegy  at  a  ooDcge  or  oryeMhy  10  bo  ngiatwad  uader 
dd(  safaebaptcr  if  the  indMduat  ii  de^gnaiod  by  a  titie  wUdi 
deaily  indicates  statot  «t  a  ttialeoi  or  tiafaiaa. 

(e)  Rcqoire  an  employe  ef  a  ipneHi  linpiagr  palkihiiw 
or  aodiolo^  to  be  itg^tend  under  this  fufachapMr  to  adn 
in  the  pnctiCE  of  ipeDdi4aAgitige  patboiogy  or  aodloiagy 
under  the  feKttoperwBon  of  the  yiarh  lingaageprtwlo- 
g^  or  aadioiogiM. 

(0  Requite  tn  IfldMdual  to  be  reginered  -  mute  iUb 
■thditpter  to  eepatc  in  the  praciiee  of  i 


padidlogy  or  aodiology  b  a  potition  for  wiaeb  iha  d^ait- 
neoi  of  poWJc  inMiaiaina  requam  Geonstire  at  a  fpeech  aod 
laaginga  paihedogiit. 


.lli. 


QuOooof  < 

and  wUletegy.  The  eooneil  on  tpeceb4aafaafe  patbabijf 
uad  aodiolocr  thaD  advbe  die  ewniBitig  boai^  ob  oMttaa 
pcftalaiag  to  tbc  caabSifaateat  of  codcf  of  ethict,  ibc  imporf- 
tioB  of  dicipitflc  the  pamtng  afoenificuei  of  icgl^tnikM 
aad  the  fonmUa  (loo  of  proposed  ratee  retaiing  to  ragtfuua 
and,  upon  tcqticst  of  the  rtamiiting  board,  en  nty  ' 
matter  tebtiag  to  registtaAli. 

l1Bla.Slt. 


(4)  "Spceeb-teagiaie  paAoloflir''  aouH  m  ledivldiial 
I  in  the  praetiee  ef  speech-teagMfa  px^olfy- 


4SM<  Regtalretleit.  <1)  Rbcbomiiom  MQtiatcn.  No  per- 
son any  do  any  of  the  following; 

(a)EliipgeinlheptMtieeofipeecb-IaBgaagep«ifcolecror 
n«e  t^  title  "speceb.laiiguagB  pathologist'' or  iBy  tiMdlariiifc 
antes  die  pe(»a  is  regtaeied  ii  a  qpeedi4aaguage  patboio- 
gifl  ander  this  ttfliOB. 

(14  Enpige  in  the  practiec  of  aadioiogy  or  use  the  tide 
'aodiologist'',  "cfinieal  aadiotogitt''  or  any  similar  tide  «n- 
leat  the  pcfMn  is  lagisittad  ai  an  ludWngin  under  this 


ttjr  lUB  ifce  title 
orliceafed  bearing  «id 


(laO  pBOHurroB  titixl  Ho 
"eanified  teiring  aid  a«dlalog<tt' 
andieiogia''. 


JO. 
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4S«^  HfiARINO  AMO  SPEECH  CXAMININQ  MAM) 

(]}  SKtCM-lAMaUA<X  TA^HOUlCttT  O*  AUDIOUKVet  OK- 

nfiCATE.  The  ejtamiaini  bo"ii  shtU  crut  ■  oenifnaie  of 
regittniiOA  u  a  tpeodi-tantutgc  palJiolagiit  or  vt  an 
Miiliol«fitt  M  >■  indlvtduil  who  doa  all  ortht  follQwinc: 

(■)  Subiaiti  •■  appUaiiof)  for  I  he  ocnMaiie  lo  the  dcp*  rt- 
nwst  on  *■  (otm  pronddd  by  tba  depvrtaepi- 

(b)  Pay*  a  SM  icfistiiiittii  Cw. 

(C)  SutiFEt  to  H.  IIU2I.  1IIJ22  ud  IIU35,  fubmlu 
tridficr  tttUactonr  lo  tbe  examininc  board  ihai  bf  w  ih* 
dod  aoc  law  a  coonction  reeonl. 

(I)  >u>iiwo  or  cmiiriCATiL  The  depattniMM  iball  liiue  a 
ttftineue  to  BKb  rcibirant.  ccnifyioc  <liat  th*  boMcr  U 
isfitund  in  pnoloc  ipeccb-UnguacB  pathology  w  >udi- 
olocy.  TIm  Mgistnurt  thall  p«>  the  oenirKatB  in  a  coolpicu- 
«A  plaEC  in  the  rc|isiiaiit's  place  of  buiineat. 

(4)  ExrnunoM  or  CEHmcMB.  Certificates  itsnad  under 
ifeit  ttaiait  expne  on  July  1, 1993.  and  may  not  be  icnewvd. 

(9  OisaruMAitv  MocttniNas  and  Acnoro.  (•)  Sab>ea  to 
the  ndct  praaiii%atad  nndar  i.  440.03  (IX  ^  acanliiini 
facuil  Bi^y  ouke  k«c»titatiem  and  eoodua  hearinp  to 
deteilBiiie  wbetfeer  a  violation  of  thii  sedioii  or  any  rvle 
promalcitcd  iMder  this  neiion  has  oocuncd- 

(b)  Sobiaa  to  the  mice  promuljaied  under  t.  440.03  (I),  the 
eaudnipg  boaid  may  rtprinaad  a  icfiitraat  or  deny,  liiaiu 
aiqicad  or  revoke  a  certifioie  imdcr  tht(  teOioB  iT  it  finds 
that  the appietnt  orwglarant  hai  doncaoy  of  ihcfoUowinc 


t940Wii.Sau:     )||i 


1.  Mads  ■  maicnal  misulcment  in  an  tpplkaiien  for  • 
ccrtineaie. 

2.  Engaced  in  conduct  in  the  ptacikc  of  spe«di-laafia|i 
palbolocy  or  andioloiy  >^kh  evidenon  a  faidt  ofknowiadr 
or  aUUiy  to  apply  prafestiooal  prindptes  or  tkiUs. 

1.  Subject  to  ic  111.371,  IIIJ22  and  IIU3S.  been 
ceovicicd  of  an  oflcote  the  dicumstanees  of  which  sofanan- 
(iatly  rdatc  to  the  practka  of  fpeech-lancuafc  paihokisy  <" 
aufiology. 

4,  Advertised  in  a  manner  wludi  it  fiilic  daeiptKc  or 
nndoadinc. 

5.  Advertised,  practiced  or  iiterapied  to  piacticc  under 
(nolher'f  naine, 

«.  Subject  to  St.  IIIJ21.  1IIJ22  and  lll_M,  piaoioed 
qMBcb-laninifc  pathology  or  audioiogy  while  the  iadivU- 
ual't  ability  lo  priaetice  was  impaUed  by  akohel  or  otho- 
dnitL 

7.  Violated  thii  lectiod  or  any  rule  praianlfalai  under  this 
taction. 

(c)  In  addition  to  or  in  lieu  of  a  rcprimaad  or  denial, 
EmaiBtion,  suspeasioa  or  rewocaiioo  of  a  cmiOcaic  noder 
par.  (b),  the  exami  ning  board  may  BiscsE  apinst  an  applicant 
or  resismiu  a  foifciiure  i>f  not  le^  than  SIOO  nor  laoie  than 
S2J00  for  each  violatioo  coimicrated  vndcr  par.  (b). 

1*19  a.  3I«. 
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Wisconsin  Alliance  of  Hearing  Professionals 


30  WEST  MIFFLIN  STREET 
MADISON,  WISCONSIN  53703 
PHONE:  608/257-3541 


August  30,  1993 


MEMORANnilM 

TO:  Alliance  Board  Members 

FROM:  Douglas  Q.  Johnson 

Executive  Director,  General  Counsel 

RE:  National  Report  on  Licensing  Boards 


Attached  please  find  a  copy  of  the  recently  released  report  on  state 
examining  boards  responsible  for  hearing  instrument  dispensing. 
Wisconsin  stands  out  as  a  national  model  (not  specifically  stated  but  easily 
concluded  by  comparing  board/department,  structure/operation  with 
recommended  standards  and  other  states). 

Please  feel  free  to  share  your  comments.  By  this  memo  I  thank 
Department  of  Regulation  and  Licensing  Secretary  Marlene  Cummings  for 
sending  me  this  report. 


cc:       Dept.  of  Regulation  and  Licensing  Secretary  Cummings 


Wisconsin  Affiance  of  Hearing  PmlessionBis  is  a  division  ol  the  Wisconsin  Merchants  Federation 
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HEARING  AID  DISPENSER  STATE  LICENSING  BOARDS: 
REPORT  OF  A  NATIONAL  SURVEY 


By 
Patricia  Powers 

School  of  Social  Work 

University  of  h/laryland  at  Baltimore 

and 

Eleanor  J.  Lewis 

Wastiington,  D.C. 


Introduction  and  Hlohllahts  of  Consumer  Study 

Licensure,  enforcement  and  regulation  can  protect 
hearing  aid  users.  In  the  late  1980s,  Vemxjnts 
Attomey  General  argued  in  favor  of  the  need  for 
licensure  of  hearing  aid  dispensers  to  protect 
■especially  vulnerable"  people.  In  his  opinion, 
regulation  was  needed  to  address  the  following 
consumer  problems: 

»  inappropriate  prescription  of  hearing  aids 
»  dealer  incomfjetence 
»  oveaise  of  physician-evaluation  waivers 
»  abusive  door-to-door  sales  tactics 

►  deceptive  advertising 

*  failure  to  provide  refunds  and  related  protilems 

►  excessively  high  prices 

» Inadequate  contract  disclosures.^ 

Vermont  passed  a  licensure  law  to  protect  the  hearing 
impaired.  Recent  consumer  research,  however, 
indicates  that  licensure  alone  is  insufficient. 

A  1991  sun/ey  of  state  hearing  aid  dispenser 
licensing  boards  found  that  ten  states  had  not  taken 
disciplinary  actions  against  licensees  in  the  preceding 
three  years,  and  another  twelve  were  only  minimally 
active.  Most  boards  have  adequate  disciplinary  powers 
but  they  rarely  take  disciplinary  action  against 
licensees. 

Some  states  still  allow  regulated  personnel  to 
dominate  the  regulatory  boards,  constituting  50  percent 
or  more  of  a  board's  members  in  25  states,  and  five 
boards  have  no  public  members.  Many  boards  do  not 
maximize  their  role  in  consumer  protection,  with  most 
states  receiving  fewer  than  50  complaints  per  year. 
The  survey  reveals  that  the  easier  the  procedure  for 
making  complaints,  the  more  consumer  complaints  a 
state  will  receive. 

In  the  survey,  a  relationship  was  found  between  the 
number  of  disciplinary  actions  taken  and  the  percentage 
of  public  members  on  the  licensing  board.  If  public 
memt>ers  constituted  at  least  29  percent  of  the  board, 
the  board  was  more  likely  to  be  among  the  most  active 
states  in  disciplining  dispensers. 


Recommendations  include  having  well-publicized 
and  easily  accessble  consumer  complaint  procedures. 
Toll  free  "800"  phone  numtjers  are  partteularfy 
successful  as  are  requirements  that  phone  numbers  be 
printed  at  the  top  of  every  hearing  aid  sales  contract 
and  t}e  on  display  in  each  dispenser's  office. 
Complaints  should  be  investigated  within  a  reasonable 
time  period  and  after  each  disciplinary  proceeding  is 
completed,  a  press  release  should  be  issued.  Also, 
boards  should  issue  annual  reports,  detailing  the 
number  and  nature  of  complaints  received  and 
disciplinary  actions  taken. 

Regulatory  Overview 

Most  consumerproducts  and  services  are  regulated 
in  some  manner  by  a  govemment  agency.  Hearing 
aids  are  no  exception,  but  regulation  of  this  product  and 
of  its  dispensers  is  minimal. 

The  Federal  Trade  Commission  (FTC)  took  action 
in  the  1970s  against  six  hearing  aid  companies  to  stop 
deceptive  claims  and  practices  and  proposed  a  trade 
regulation  rule  for  the  hearing  aid  industry.  After 
studying  the  problems  for  ten  years,  the  FTC  declined 
to  adopt  comprehensive  regulations.  Hearing  aid  sales, 
however,  are  covered  by  general  federal  and  state 
prohibitk>ns  against  deceptive  acts  and  practices. 
Consumers  are  protected  by  FTC's  right-to-cancel  rule, 
i.e.,  the  "Ihree  day  cooling  off"  period,  if  the  hearing  aid 
sale  occurs  in  their  home.  Consumers  may  write  to  the 
FTC  atjout  their  hearing  aid  problems.  TTie  FTC  has 
the  authority  to  do  case-by-case  adjudicatton  but  rarely 
exercises  it. 

Hearing  aids  are  regulated  as  medk:al  devices  by 
the  Food  and  Dnjg  Administration  (FDA).  The  FDA 
sometimes  inspects  products  at  the  manufacturing 
stage  and  oversees  pre-market  approvals  for  related 
devices,  such  as  cochlear  implants.  The  FDA, 
however,  does  not  monitor  the  records  of  hearing  aid 
specialists  or  dispensers,  but  in  April  1993  did  send 
letters  to  six  manufacturers  that  violated  its  regulations 
on  misleading  claims.  FDA's  other  regulations  include 
labeling  requirements,  mandatory  medical  evaluation  of 
children    up   to   eighteen    years    of    age,'    and    a 
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requirement  that  dispensers  refer  for  professional  care 
any  potential  client  who  has  acute  drainage  from  the 
ear.  chronic  dizziness,  pain,  and  other  medical 
symptoms.  Under  FDA  regulations,  all  adult  first-time 
buyers  are  to  be  informed  of  their  rigfrt  to  obtain  a 
medical  evaluation  before  purchasing  a  hearing  aid. 
Consumers  may  waive  that  right  in  writing.  The  FDA 
held  a  public  hearing  in  April  1991  concerning 
Vermont's  request  to  have  stricter  standards  for  medical 
evaluations  than  the  FDA  requires.  Vermont  wants  to 
establish  required  medical  evaluations  for  groups  it 
determines  need  special  protection,  such  as  retarded 
persons  or  senior  citizens.  The  FDA  is  expected  to  rule 
for  Vermont. 

The  Veterans  Administration  Is  the  single  largest 
purchaser  of  hearing  aids,  providing  them  to  veterans 
with  a  service-connected  hearing  loss.  The  agency  has 
no  regulatory  authority.  However,  it  tests  devices 
before  purchasing  them  and  publishes  a  technical 
bulletin  detailing  the  test  results  and  a  general 
information  pamphlet  for  consumers. 

Most  of  the  regulation  of  hearing  aid  dispensers, 
thus,  takes  place  through  state  occupational  licensing 
and  consumer  protection  laws. 

Recent  Survey  of  Regulators 

In  the  summer  of  1991 ,  the  University  of  Maryland 
School  of  Social  Work  along  with  the  Center  for  the 
Study  of  Responsive  Law  conducted  a  mail  survey  of 
state  hearing  aid  regulators.  The  survey  was  designed 
to  determine  how  actively  state  regulatory  bodies 
enforce  laws  protecting  hearing  aid  customers.  A 
written  questionnaire  was  sent  to  each  hearing  aid 
dispenser  licensing  board  In  all  50  states  and  the 
District  of  Columbia.  Since  not  all  states  have  such 
boards,  and  some  states  handle  hearing  aid  consumer 
concerns  In  unique  ways,  another  questionnaire  was 
sent  to  the  consumer  affairs  section  of  each  state's 
attorney  general's  (AG)  office.  This  resource  brief 
summarizes  the  findings  of  that  study. 

Responses  to  the  board  questionnaire  were 
received  from  45  states  as  of  eariy  1992.^  Follow-up 
telephone  calls  were  made  to  clarify  responses  or  to 
obtain  additional  Information.  Arkansas,  New  York, 
Rhode  Island,  and  Virginia  did  not  respond  and  D.C. 
and  Tennessee  answered  only  a  few  of  the  questions. 
A  few  states,  such  as  Colorado  and  Massachusetts,  do 
not  regulate  hearing  aid  dispensers. 

The  twenty  responses  returned  by  AG's  offices 
helped  provide  a  nmre  complete  picture  of  state 
regulation.  Audlologist  and  physician  licensing  boards 
were  not  contacted,  although  some  of  those 
professionals  also  dispense  hearing  aids.  For 
convenience,  D.C.  is  treated  as  a  state  in  the  text,  and 
all  hearing  aid  sellers  who  have  a  fomnal  relationship 
with  their  slate  are  referred  to  as  "licensees." 


General  Regulatory  Structure  and  Process 
There  is  great  variation  among  the  states  in  the 
location  of  the  hearing  aid  boards  within  the  state 
bureaucracy.  Boards  may  t>e  k>cated  in  depariments  of 
professional  regulation,  health  or  commerce.  Law 
enforcement  functions  are  handled  by  one  agency  in 
some  states  and  are  divided  among  several  agencies 
in  other  states. 

Each  state  has  its  own  system  for  handling 
complaints.  In  some  states,  complaint  handling  Is 
centralized  in  the  AG's  office  or  the  office  of  consumer 
affairs.  In  other  states,  complaint  handling 
responsibilities  are  shared  by  the  board,  the  AG,  and 
the  county  prosecutor.  Given  the  many  different 
access-redress  pathways  that  exist,  addresses  and 
phone  numbers  for  complaint  har)dllng  offices  need  to 
be  publicized  widely  and  effectively. 

An  Overview  of  Current  Licensees  and  Boards 

Each  state  was  asked  to  indicate  the  number  of 
hearing  aid  dispensers  It  regulates.  Figure  one  shows 
the  number  of  licensed  dispensers  In  each  state  during 
1990  (see  Appendices).  Figure  two  shows  the 
proporilon  of  licensed  disp>ensers  In  relation  to  persons 
age  55  and  older  In  each  state.*  Such  ratios  do  not 
take  into  account  geographic  k)catlon  or  rural  access. 

States  with  boards  (or  committees  or  councils  that 
functk)n  In  similar  ways)  were  asked  questions  about 
the  function  of  the  regulatory  boards,  their  size,  their 
composition,  and  the  frequency  of  their  meetings. 
Oregon  formed  the  first  hearing  aid  dispenser  licensing 
board  in  1959.  The  most  recently  created  boards, 
those  in  Illinois.  Indiana,  South  Dakota,  and  Vermont 
were  formed  during  the  1980s.  Ftorida  created  an 
Advisory  Council  in  1968.  but  has  had  a  licensing  board  - 
only  since  1983.  The  smallest  board  Is  Nevada's  with 
only  three  members,  and  like  those  in  Pennsylvania 
and  South  Carolina,  it  met  only  once  during  1990.  The 
two  most  active  boards,  Kansas  and  New  Jersey,  met 
ten  times  that  year. 

The  survey  also  inquired  into  the  composition  of 
state  boards.  Tfrose  in  Arizona,  Delaware,  Hawaii, 
Illinois,  and  New  Mexico  have  one-third  or  fewer 
dispenser  members.  Hawaii  has  three  public  members 
on  its  seven  member  board.  Illinois,  Iowa,  Kansas,  and 
Utah  have  two  out  of  five  public  members  for  a  40% 
ratio.  Arizona,  Delaware.  Ftorida,  Michigan,  Nevada, 
and  West  Virginia  have  boards  composed  of  one-third 
public  members.  At  the  other  extreme,  Idafio, 
Nebraska,  North  Dakota.  Ohio,  and  Wyoming  have  no 
public  members.  In  Louisiana,  seven  of  nine  members 
are  dispensers:  in  Alabama,  five  of  seven  members  are 
dispensers.  Michigan,  Nevada,  and  Missouri  also  have 
a  high  proportion  of  dispensers  as  board  members. 
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COMPOSITION  OF  39  DISPENSER  UCENSING  BOARDS 


Dealers  as  %  of  board 


Public  Members  as  %  of  board 


AudioloQists.  MPs  as  %  ol  board 


#  of  states 


#  of  states 


#  of  states 


20 

1 

22 

1 

29 

1 

33 

2 

37 

1 

40 

4 

43 

4 
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67 

2 

71 

1 

77 
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Licensure  Reaulrements 
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n=39  states 

Most  states  have  similar  basic  requirements  for 
persons  dispensing  tiearing  aids:  a  minimum  age  (18, 
19  or  21),  minimum  education  (high  school),  and 
freedom  from  contagious  or  infectious  disease.  Forty 
states  require  a  written  examination,  often  the  industry- 
prepared  examination.  Tiiirty-seven  states  require 
some  combination  of  a  practical  and  oral  examination. 
Some  states,  such  as  Georgia,  require  a  tralneeship, 
apprenticeship,  or  supervision  by  a  licensed  dispenser. 
Delaware,  Indiana,  Pennsylvania,'  and  Wisconsin 
require  no  oral  exam. 

Thirty-one  of  the  responding  states  require  annual 
continuing  education  hours  to  maintain  a  license.  A  few 
states  review  a  dispenser's  testing  procedures  used  to 
determine  hearing  loss  or  calibration  of  a  dispenser's 
audiometric  equipment. 

Disciplinary  Authorttv  and  Action 

Thirty-three  states  require  that  those  who  hold 
licenses  to  dispense  hearing  aids  must  not  engage  in 
"unlawful  practices'  or  "prohibited  acts."  When  such 
prohbited  or  controlled  practices  are  specified  in  state 
law,  they  may  include  (a)  using  fraud  or 
misrepresentation,  (b)  door-to-<1oor  sales,  (c)  gross 
negligence  while  providing  hearing  aid  services,  or  (d) 
pronxsting  the  sale  of  goods  and  services  through  the 
use  of  undue  influence  or  the  exploitation  of  a  person 
for  the  financial  gain  of  the  licensee  or  a  third  party. 

Forty-three  states  reported  having  the  following 
disciplinary  authority: 

»  39  boards  can  revoke  or  suspend  licenses 
►  28  boards  can  issue  private  reprimands 


»  26  boards  can  refuse  renewal 
»  26  boards  can  put  dealers  on  probation 
»  22  boards  can  issue  public  reprimands 
•'19  boards  can  fine. 

Except  for  the  power  to  fine,  most  boards  appear  to 
have  sufficient  power.  The  question  is  how  much  they 
use  it. 

Figure  three  shows  a  great  variation  in  the  average 
number  of  enforcement  actions  in  each  state  for  the 
years  1988-1990.  Figure  four  shows  the  average 
number  of  actions  in  relation  to  the  number  of 
dispensers  licensed  in  1990.  The  highest  rates  of 
disciplinary  actions  per  1 000  licensed  dealers  occurred 
in  Idaho,  New  Jersey,  Minnesota,  Kansas,  Florida,  and 
Wyoming.  Figure  five  shows  the  average  number  of 
actions  in  relation  to  the  number  ol  persons  age  55  and 
over  in  the  state,  the  primary  population  purchasing 
hearing  aids.  (These  three  graphs  include  only  those 
states  which  supplied  three  years  of  data). 

Of  the  thirty-seven  states  that  provided  three  years 
of  enforcement  data,  27%  reported  no  disciplinary 
actions  in  the  period  1988-1990.  These  states  are: 
Alaska,  Connecticut,  Delaware,  District  of  Columbia, 
Indiana,  Maine,  Nebraska,  Nevada,  North  Carolina,  and 
North  Dakota.  Mississippi*  and  New  Mexico,  which 
supplied  figures  for  fewer  than  three  years,  also 
reported  no  disciplinary  actions.  In  contrast,  Arizona 
reported  twenty  actions  in  one  year.  Two  states, 
Montana  and  Tennessee,  reported  they  do  not  maintain 
records  of  disciplinary  actions. 

The  eight  states  with  the  highest  absolute  number 
of  enforcement  actions  are  Ftorida,  New  Jersey,  Idaho, 
Kansas,  Arizona,  Michigan,  Illinois  and  Georgia.  Of 
these  states,  six  are  among  the  fourteen  states  having 


Resource  Bnefs  93-5 


Pages 


74-593  0-94-12 


342 


The  Council  on  Lioensure,  Enforcement  and  Regulaoon 


Heanng  Aid  Dispenser  State  Uconsing  Boards 


the  highest  proportion,  at  least  29%  or  more,  of  public 
memt>ers  sitting  on  disciplinary  boards.  Ttte  six  states 
which  have  the  highest  proportion  of  public  members 
and  have  the  highest  number  of  enforcement  actions 
are  Florida,  New  Jersey,  Kansas,  Arizona,  Michigan, 
and  Illinois. 

Several  large  states  such  as  California  and  Texas 
receive  a  significant  number  of  complaints,  but  take  an 
insignificant  number  of  actions.  States  with  800 
numbers  receive  the  iTX>st  complaints,  but  do  not 
necessarily  take  the  most  disciplinary  actions.  This 
occurs  in  part  because  some  of  the  calls  are  requests 
for  information  or  reports  of  consumer  problems  not 
warranting  formal  disciplinary  action. 

A  shortage  of  staff  may  help  explain  the  small 
numbers  of  disciplinary  actions.  New  Mexico  reported 
it  has  only  one  investigator  for  twelve  licensing  boards. 
California  reported  a  shortage  of  investigators  and  a 
large  backlog  of  complaints  in  1990.  The  California 
state  medical  board's  division  of  allied  health 
professions  is  responsible  for  hearing  aid  dealer 
investigations.  Legislation  enacted  in  1990  established 
schedules  for  investigating  complaints  and  completing 
disciplinary  actions.  In  1991,  the  California  board 
revoked  six  licenses.  While  still  low  for  the  number  of 
licensees  and  complaints,  the  state  now  may  have  the 
power  and  procedures  to  be  more  active. 

Complaints  to  Reoulators 

Figure  six  shows  the  average  number  of  conplaints 
filed  with  licensing  boards  per  year  during  1988-1990, 
the  latest  years  for  which  many  states  had  coirplete 
data.  States  reporting  the  rmst  complaints  are 
California  (300).  Illinois  (296).  Florida  (204).  Texas 
(159).  Minnesota  (79),  and  Pennsylvania  (78).  The 
number  of  complaints  appears  to  correlate  with  both  the 
population  size  and  the  ease  of  complaining  to 
regulators  in  a  particular  state.  For  example,  California, 
Illinois  and  Minnesota  have  800  phone  numbers  for  the 
public  to  use.  In  Texas  the  complaint  number  is  on  all 
hearing  aid  sales  contracts  and  is  displayed  in  all 
dispensers'  offices. 

Boards'  documentation  of  the  number  of 
complaints,  their  content,  and  their  source  was  uneven. 
The  number  of  complaints  to  boards  ranges  from  zero 
to  300  a  year.  One  might  question  whether  states 
reporting  no  complaints  in  actuality  received  none.  In 
any  event,  the  number  of  formal  complaints  received  by 
any  governmental  office  represent  only  a  portion  of 
actual  problems. 

The  most  frequent  sources  of  compiaints  are 
consumers  and  other  dispensers.  Human  service 
providers,  law  enforcement  offices,  consumer  agencies, 
and  better  business  bureaus  were  the  next  nrast 
frequent  sources.  Doctors  were  the  least  common 
source  of  cotrplaints  in  all  responding  states. 
Minnesota  presented  a  typical  response,  estimating  that 


85%  of  their  complaints  were  from  consumers  and  their 
families.  5%  from  other  sellers,  5%  from  attomeys  and 
legal  advocacy  services.  3%  from  human  service 
providers,  and  2%  from  physicians. 

A  total  of  forty-three  states  provided  details  about 
the  content  of  their  complaints.  In  descending  order  of 
frequency,  complaints  concemed  refunds  and 
advertising,  poor  fit,  improper  functioning  of  the  device, 
trial  periods,  prices,  and  sales  techniques.  Other 
complaints  involved  repair  problems,  warranties, 
insurance  misinformation,  lack  of  follow-up  service,  the 
presence  of  an  unidentified  medical  condition, 
mislabeling,  unclear  contracts,  non-delivery  of  a  device, 
and  unlicensed  vendors.  Several  states  wrote  that  a 
major  cause  of  complaints  is  the  advertising  hyperbole 
that  gives  consumers  unrealistic  expectations  of  what 
a  hearing  aid  can  do.  These  states  suggested  that 
advertising  claims  be  controlled  and  consumers  be 
better  educated. 

North  Carolina's  board  reported  that  nxjsf 
complaints  repeatedly  concern  the  same  hearing  aid 
dispensers  who  all  work  for  the  same  company. 
Similarly,  the  Connecticut  AG's  office  had  five 
complaints  in  1990  about  problems  with  refunds  owed 
by  the  same  franchise  of  one  company. 

Consumer  Remedies 

Like  most  licensing  boards,  hearing  aid  dealer 
boards  may  discipline  dispensers,  but  are  not 
empowered  to  order  refunds  or  other  restitution  for  a 
consumer.  Thus,  it  Is  not  unusual  for  a  board  to  hold 
a  hearing,  revoke  a  license,  and  then  send  the  case  to 
the  AG's  office  to  obtain  refunds.  For  example, 
although  New  Mexico's  board  took  no  enforcement 
actions  in  1990,  the  AG's  office  obtained  $8,000  in 
refunds  as  a  result  of  action  on  twelve  complaints. 

Surety  bonds  can  protect  consumers  against  default 
and  fraud,  but  do  nothing  to  protect  against 
incompetence.  Illinois,  Missouri,  and  Washington 
require  dispensers  to  be  bonded.  A  bond  increases  the 
likelihood  of  redress,  although  it  is  not  automatically 
available.^  Surety  bonds  are  expensive  and  few 
companies  sell  them.  Minnesota  and  Alaska  recently 
repealed  their  bonding  requirements. 

In  some  states,  laws  or  regulations  require  a  30- 
day  trial  period  with  the  right  to  cancel  and  receive  a 
refund  (minus  a  reasonable  fitting  charge)  If  the 
consumer  returns  the  aid.  Vermont  has  mandated  a 
45-day  trial  period.  Some  dispensers  refuse  to  cancel 
sales,  accept  returns,  and  make  refunds  after  the  trial 
period  has  expired.  Consumers  may  look  to  state 
government  to  put  pressure  on  the  seller,  mediate,  or 
enforce  the  law  and  order  a  refund.  For  example,  in 
1990  Indiana's  Attorney  General  had  fourteen 
complaints  atx>ut  refund  problems  and  seven  about 
incon-ect  billing. 
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Conclusion 

The  survey  suggests  several  ways  in  which  heanng 
aid  dispenser  licensing  boards  could  become  nwre 
active  in  consumer  protection.  Rrsl.  boards  can  do 
more  to  educate  the  public  about  the  board's  powers 
and  authority,  so  consumers  know  what  complaints  to 
tile  with  a  licensing  board  and  what  complaints  to  take 
to  arxjther  authority.  When  boards  receive  complaints 
that  are  beyond  their  jurisdiction,  they  shouW  refer  the 
complainant  to  the  appropriate  government  agency. 

Complaints  shouU  be  used  as  part  of  a  state's 
monitoring  process.  Even  when  they  do  not  result  in 
penalties,  complaints  indicate  how  regulation  and 
consumer  education  couM  be  improved.  When 
violatk>ns  do  occur,  investigation  and  discipline  sfK>uld 
be  expeditious. 

Many  states  take  very  few  enforcement  actions 
against  licensees.  Our  study  suggests  that  when  public 
representatives  constitute  29%  or  more  of  a  board's 
members,  the  state  is  rrwre  likely  to  be  active  in 
disciplining  licensees.  An  eariier  study  of  occupational 
boards  showed  that  'increased  proportions  of  public 
memljers  are  associated  with  more  serious  disciplinary 
actions."*  All  board  memt>ers  would  benefit  from 
regular  interaction  with  consumer  organizations,  hearing 
aid  users,  disability  rights  groups,  providers,  arxl  state 
legislative  oversight  committees. 

Ucensees  and  boards  must  be  held  accountable. 
This  study  reveals  a  need  for  boards  to  keep  better 
records  of  their  basic  operations  and  collect  information 
that  can  form  the  basis  for  improvements  in  regulatory 
and  administrative  procedures  and  in  the  quality  of 
hearing  health  care. 

SPECIFIC  RECOMMENDATIONS  TO  BOARDS 

1.  Be  sure  offices  responsible  for  receiving 
consumer  complaints  are  well  publicized  and  easily 
accessible  to  the  public  by  telephone. 

Although  all  states  may  ultimately  need  to  receive 
a  letter  and  documentation  to  process  a  complaint, 
states  that  take  complaints  informally  by  phone 
encourage  consumers  to  come  forth.  States  receiving 
the  nx)st  complaints  have  widely  publicized  phone 
numbers.  Some  states  use  800  numbers  while  others 
require  their  address  and  phone  number  on  hearing  aid 
sales  agreements  or  in  dispensers'  offices.  Some 
respondents  commented  that  they  receive  many 
telephone  complaints,  but  their  requirement  of  written 
complaints  results  in  a  significant  decrease  in 
complaints  actually  filed.  If  agency  staff  were  available 
to  help  consumers  put  their  complaints  in  writing,  more 
investigations  coukj  take  place. 


2.  Hearing  aid  complaints  should  be 
Investigated  and  disciplinary  action  should  be  taken 
within  a  reasonable  time. 

Many  respondents  commented  that  they  share 
investigative  staff  with  agencies  that  investigate  medical 
or  other  occupational  complaints.  For  many  reasons, 
hearing  aid  complaints  are  deferred  arxj  even  ignored. 
If  necessary,  states  shoukj  establish  time  limits  for 
completing  investigations.  Keeping  careful  records  of 
all  complaints  makes  it  possible  to  detect  patterns  of 
conduct  that  might  lead  to  discipline. 

3.  Basic  Information  about  board  operations 
shouM  t>e  released  annually  to  the  public.  These 
reports  shouM  include  the  number  and  nature  of 
complaims  received  and  disciplinary  actions  talien. 

Several  states  were  unable  to  answer  the  most 
basic  questk}ns  about  their  annual  operations,  such  as 
the  number  of  complaints  received,  the  numtser  of 
disciplinary  actions  taken,  or  the  number  of  times  the 
boanj  met.  Some  explained  that  the  lack  of  basic 
records  is  due  to  staff  shortages  or  negligence. 
Regardless  of  the  reason,  the  result  is  unacceptable 
and  easily  conected  without  great  expense. 

4.  Whenever  a  disciplinary  proceeding  Is 
concluded,  a  press  release  should  be  Issued 
providing  complete  Information  about  the  offense 
and  the  penalty  Imposed. 

Such  information  educates  the  public  about  the 
board's  role  in  consumer  protection  and  what  are 
unacceptable  practices  by  hearing  aid  sellers. 

5.  Public  representatives  should  comprise  30 
percent  or  more  of  a  board's  membership  to  help 
ensure  that  a  state  Is  able  to  effectively  protect 
consumers  from  dispensers'  Illegal  actions. 

One-third  appears  to  constitute  a  sufficient  critical 
mass  of  independent  memljers  for  the  board  to 
overcome  the  traditional  dominance  of  the  occupation. 
Public  members  must  understand  their  role,  receive 
adequate  training  and  orientation,  and  be  included  in  all 
decision  ofaking. 


FOR  COPY  OF  QUESTIONNAIRE.  DETAILS  ABOUT 
INDIVIDUAL  STATES.  EXAMPLES  OF  REGULATORY  AND 
ADMINISTRATIVE  PRACTICES  HELPFUL  TO  HEARING  AID 
CONSUMERS.  AND  SOURCESOF  CONSUMER  INFORMATION  ON 
HEARING  AIDS,  READERS  MAY  SEND  FOR  THE  ORIGINAL 
STUDY  BY  CONTACTING  EITHER  OF  THE  AUTHORS. 
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Hearing  Aid  Dispenser  Stale  Licensing  Boards: 
Report  of  a  National  Survey 

Patricia  Powers,  Ph.D. 
School  of  Social  Work 
University  of  Maryland  at  Baltimore 
525  W.  Redwood  Street 
Baltimore,  Maryland  21201 
(410)  706-7927 

Eleanor  J.  Lewis,  Ph.D. 
P.O.  Box  19367 
Washington.  O.C.  20036 
(202)  387-8030 

The  following  persons  contributed  to  the  survey 
research:  Robin  Rohrt>augh,  M.S.W.  and  Annemarie 
Wilson.  M.S.W. 


Endnotes 

1.  'Licensure  of  Hearing  Aid  Dispensers:  Review  of 
Statutory  'Sunrise'  Factors"  (undated  paper.  Office  of 
the  Attomey  General,  State  of  Vermont). 

2  Children  must  see  a  physician  to  eliminate  a 
medical  cause  for  hearing  loss  before  their  first  aids  are 
purcfiased  and  an  audiologist  for  evaluation  and 
rehabilitation.  This  requirement  may  not  be  waived. 

3.  Most  states  attached  copies  of  their  state  laws  as 
requested. 

4.  Wyoming,  Montana  and  Maine  have  more 
dispensers  available  for  older  consumers  than  do 
Alaska,  Hawaii  and  Minnesota. 

5.  Pennsylvania  distinguishes  between  dealers  and 
litters:  fitters  work  for  dealers  and  each  takes  a  different 
exam. 


6.  Mississippi  only  had  data  from  October  1989 
forward. 

7.  Particularly  if  many  consumers  are  involved. 

8.  E.  Grady  and  M.  Nickol.  'Structural  Reforms  and 
Licensing  Board  Performance,"  American  Politics 
Quarteriv.  18,  3,  (July  1990):  382. 
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TO  THB  SKHM-E  SPBCTAT.  ripifirrTTBB  OH  ASIHG 
SKPTKMBHR  IS.  1993 


MR.  CHAIRMAN:   My  name  is  Arthur  J.  Greles  and  am  presently 
employed  as  Information  Systems  Director  to  Senator  Paul  Simon  of 
Illinois.   I  am  also  an  active  member  of  Self  Help  for  Hard  of 
Hearing  People,  Inc.  (SHHH) . 

I  have  been  asked  by  the  Committee  to  submit  written 
testimony  regarding  my  experience  with  hearing  loss  and  the 
purchase  of  hearing  aids.   In  1991,  I  suffered  a  severe  brain 
injury  and  hemorrhage  resulting  in  permanent  severe  sensorineural 
hearing  loss.   Prior  to  this  injury,  I  had  normal  hearing. 

After  a  successful  recovery  and  outpatient  rehabilitation,  I 
was  referred  to  a  prominent  Ear,  Nose  and  Throat  physicians' 
group  in  the  Washington  metro  area  for  treatment  of  the  ear  and 
hearing  damage.   After  successful  treatments  for  removal  of  blood 
clots  remaining  in  my  right  ear,  I  submitted  to  4  complete 
audiograms  and  was  recommended  and  fitted  for  a  canal-type 
hearing  aid  at  a  cost  of  $650,  plus  the  audiogram  charges  and  a 
hearing-aid  consultation  fee.   This  was  all  arranged  through  the 
physician's  office  and  audiologist. 

Since  I  was  brand  new  at  purchasing  and  using  hearing  aids, 
I  really  had  no  idea  what  to  expect  or  what  kinds  of  questions  to 
ask.   As  it  turned  out,  this  hearing  aid  eventually  proved 
ineffective  because  my  hearing  level  had  changed  and  it  was  not 
adjustable  and  did  not  come  with  a  telephone  switch  ( "T-switch" ) . 
A  T-switch  is  needed  to  use  both  permanent  and  portable  FM  audio 
loops  which  enhance  the  hearing-impaired  person's  sound  through 
magnetic  induction.   I  did  not  even  know  that  T-switches  existed, 
let  alone  to  be  sure  I  asked  for  one.   This  information  should 
have  been  provided  by  the  physician-dispensing  office.   I  only 
discovered  these  facts  through  my  membership  with  SHHH  when  I 
went  to  them  for  help. 
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I  then  was  referred  to  another  hearing  aid  dispenser  and 
purchased  a  behind- the-ear  hearing  aid  which  is  flexibly 
adjustable  to  hearing  level  changes  and  also  has  the  "T-switch." 
This  new  hearing  aid  has  worked  fine  for  me  ever  since.   The 
bottom  line  is  that  I  now  have  an  old  hearing  aid  that  is  kept  in 
my  bedroom  drawer  at  home  at  a  cost  of  over  $1,000. 

It  is  also  important  to  note  that  during  this  period,  I  had 
experienced  further  bleeding,  discharge  and  pain  in  my  ears.   I 
telephoned  the  Ear,  Nose  and  Throat  physicians'  group  and  they 
told  me  they  could  not  see  me  for  five  days  because  they  were  too 
busy.   I  then  reported  this  to  my  general  physician  who  saw  me 
immediately  and  treated  me  for  a  ruptured  eardrum.   I  have  no 
further  contact  with  the  Ear,  Nose  euid  Throat  group. 

I  want  to  further  state  for  the  record  how  important  and 
valuable  Self  Help  for  Hard  of  Hearing  People,  Inc.  was  for  me 
during  this  difficult  and  frightening  experience.   Through  its 
local  chapters  and  national  organization,  SHHH  continues  to 
provide  information,  support  and  education  about  hearing  loss  not 
only  to  the  Hard  of  Hearing  comm\mity,  but  to  the  general  public 
at  large.  We  need  to  ask  more  informed  emd  intelligent  questions 
when  purchasing  all  hearing  assistive  devices .   SHHH  has  helped 
to  make  the  possible. 

I  am  relating  this  experience  for  all  in  the  hearing- 
impaired  community  and  hearing  care  specialists  to  learn  and  to 
prevent  this  kind  of  abuse  and  negligence.   We  are  concerned 
consumers  and  citizens  and  our  voices  must  be  heard. 

Thank  you  very  much. 


353 

HEARING  CARE  SERVICES 

AND 
HEALTH  CARE  REFORM 


Prepared  for  the 
President's  Task  Force  on  National  Health  Reform 


American  Academy  of  Audiology 
April  29,  1993 


The  American  Academy  of  Audiology  is  pleased  to  supply  the  attached 
infonnation  to  aid  in  the  deliberations  of  the  imponant  issues  confronting  the  delivery 
of  health  care  services  in  the  United  States.   We  feel  this  information  can  further 
serve  to  reduce  costs  and  increase  accessibility  of  the  American  public  to  health  care 
in  general,  and  hearing  care  in  particular. 

Representatives  of  the  American  Academy  of  Audiology  stand  ready  to  meet 
or  discuss  the  propositions  contained  herein.  The  offices  of  the  American  Academy 
of  Audiology  are  located  in  Washington  and  can  be  reached  by  phone  at  (202)  687- 
6997.  Lucille  Beck,  Ph.D.,  President-Elea  of  the  American  Academy  of  Audiology, 
is  also  located  in  Washington.  D.C.  at  the  Department  of  Veteran's  Affoirs  Medical 
Center.   She  can  be  contacted  at  (202)  745-8270. 

The  membership  of  the  American  Academy  of  Audiology  would  like  to  thank- 
you  for  the  time  and  energy  in  considering  this  infonnation.   Please  feel  ftee  to 
contaa  the  Academy  if  we  can  answer  any  questions  or  supply  further  infonnation. 


The  Anterican  Academy  of  Audiology 


Submitted  by: 

Thomas  J.  OToole,  EdD 

President, 

American  Sj>eech-Language- 

Hearing  Association 

September  15,  1993 
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STATEMENT  AND  NARRATIVE    ■  '■M0iWf 

f ■:■■'':$  ^■^■-^         ^    ^^'  '^'^M 

HEARING  CARE  SERVICES 
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STATEMENT  OF  THE  AMERICAN  ACADEMY  OF  AUDIOLOGY: 
HEARING  CARE  SERVICES  AND  HEALTH  CARE  REFORM 

Tht  American  Academy  of  Audiology  believes  the  issues  of  cost  containment  and 
accessibility  to  health  care  in  general,  and  hearing  care  specifically,  can  be  addressed,  in 
pan,  by  consideration  of  the  methods  by  whidi  services  are  delivered  to  the  American 
people.  The  traditional  physidan-drrven  model  of  health  care  £uls  to  adequatdy  recognize 
the  role  or  responsibility  of  the  non-physidan  provider,  regardless  of  the  training,  expertise, 
costs  savings,  or  accessibility  to  services  available  through  these  professions.   Audiologists 
are  qualified  through  education  and  training  to  provide  hearing  care  services.     Delivery  of 
hearing  care  services  by  audiologists  can  result  in  lowered  costs  and  increased  accessibility 
without  sacrifice  of  quality.  The  American  Academy  of  Audiology  believes  that  cost 
containment  of  and  accessibility  to  hearing  care  can  also  be  served  by:  (1)  fiirther  expanding 
the  role  of  audiologists  as  entry  points  into  the  hearing  care  system,  and  (2)  ensuring  the  role 
of  audiologists  as  hearing  service  providen  tfaiough  appropriate  state  and  federal  legislation. 
The  American  Academy  of  Audiology  also  recognizes  it's  responsibility  to  educate  the  public 
regarding  the  expertise  and  role  of  audiologists  in  the  provision  of  hearing  cue  services. 

NARRATIVE 

The  American  public  has  grown  to  believe  that  health  care  is  synonymous  with 
physicians  and  hospitals.   The  provision  of  health  care  services,  in  a  global  sense,  includes 
many  non-physician  providers  induding  Nurses,  Optometrists,  Dentists,  Podiatrists, 
Occupational  Ther^nsts,  Physical  Thenqrists,  Psychologists,  and  othen.    In  many  of  these 
examples  the  non-physician  health  care  pn^vider  is  the  entry  point  to  the  service  they 
provide.   A  similar  example  is  the  audiologist  who  is  the  specialist  trained  to  provide  hearing 
care  services.     Audiologists  are  state-licensed  practitioners  who  work  indqxndently  widiin 
the  health  care  system.  Many  federal  mandates  call  upon  the  audiology  profession  for  die 
provision  of  hearing  care  services  within  the  community.  However,  utilizatiaa  of  audiological 
resources,  that  ultimatdy  result  in  lowered  costs  and  increased  accessibility,  have  been 
restricted  due  to  lack  of  appropriate  legislative  recognition  by  the  federal  government  along 
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with  continued  barrien  and  unwarranted  restrictions  on  the  psn  of  the  historical  phyacun- 

driven  system.   The  Atnericn  Aademy  of  Audidoty  believes  that  cut  containment  and 

accessibility  to  hearing  caic  can  best  be  served  by  leoopiizint  the  expertije  available  throuch 

the  audiologisti  and  by  endorsing  audiologists  as  one  of  the  entry  points  into  the  hearing  care 

system. 

MANDATES  FOR  AUDIOLOGIC  SERVICES 

The  necessity  to  expand  the  concept  of  health  care  in  general,  and  hewing  care 

specifically,  beyond  the  historical  physician-driven  systems,  does  steins  not  only  from  the 

opinions  of  the  membership  of  the  American  Academy  of  Audioiogy  but  is  mandated  by 
programs  and  laws  of  the  fiedetal  government,  including  the  U.S.  Public  Health  Service  and 

the  National  Institutes  of  Health,  the  Department  of  Veteran's  Afbirs,  the  Department  of 

Labor  and  the  Occupational  Safety  and  Health  Administratioo,  and  Public  Laws  92-142  and 

99-457.   Examples  of  the  services  provided  by  audiologists  are  listed  in  the  report  Hsalituc 

People  2000.  issued  by  the  U.S.  Public  Health  Service.  The  objectives  of  this  report  include 

reduction  of  the  proportion  of  workers  exposed  to  excessive  daily  noise  levels  (section  10.7), 

reduction  of  significant  hearing  impairment  (Section  17.6),  an  increase  in  the  propotnoa  of 

primary  providers  who  refer  children  and  older  adults  for  screening  and/or  assessment  of 

hearing  loss  (Section  17.15),  reduction  in  the  average  age  of  identification  of  hearing  loss  to 

less  than  12  months  (Section  17.16),  and  reduction  of  the  number  of  days  of  school 

absenteeism  due  to  middle  ear  infiections  (Section  20.9).    The  1983  Hearing  Conservation 

Amendment  to  the  Noise  Conool  Act  (29  CFR  1910.95)  (Attacfament  A),  mandaiw  hearing 

conservation  programs,  under  the  direction  of  audiologists  or  appropriately  trained 

physicians,  to  persons  exposed  to  excessive  levels  of  noise  in  the  workplace.  The  U.S. 

military  has  adopted  the  Hearing  Conservatioo  Amendment  guiddines  to  protect  the  bearing 

of  servicemen  and  women,  and  are  implemented  under  the  ditectioo  of  audiologists.   Public 

Laws  99-457  and  94-142  both  address  the  educational  needs  of  the  handicapped,  including 

the  hearing  impaired  and  deaf,  artd  include  provisions  for  audiological  services. 

The  National  Institute  on  Deafness  and  Other  Communicative  Disorders  recently 

proposed  that  all  children  bom  in  die  Umted  States  be  screened  for  bearing  loss  (Attachment 

B).  In  addition,  the  Joint  Committee  on  Intet  Hearing,  leiiieiaUBd  by  members  of  the 
American  Academy  of  Pediatries,  the  American  Academy  of  Otolaryngology,  and  die 

American  Speech  Language  Hearing  Association,  issued  a  policy  statement  specifying  die 

need  for  hearing  testing  in  newborns  and  intets  at  risk  for  hearing  loss,  and  that  the 

screening  be  conducted  under  die  supervision  of  an  audiologist  (Attachment  Q.  The 

Academy  of  Pediatrics  teoommends  refierTal  for  audiometry  for  children  with  a  history  of  ear 

isCectians  (Attachment  D).  Hie  American  Academy  of  Audiology  recommends  an  aggressive 

posture  for  the  identification  and  lemediaiion  of  hesing  loss  in  the  aged  popiilatinn 

particularly  with  the  expected  significaitt  increase  in  this  population  over  the  nest  deade 

(Attachment  E) 
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ROLE  AND  SCOPE  OF  AUDIOLOGIC  PRACTICE 

The  servicw  and  prognnu  currently  provided  by  audiologisa  include  the  assessment 
of  hearing,  determination  of  hearing  levels  in  the  newborn  and  infant,  screening  and  hearing 
assessment  in  both  public  and  private  schools,  determination  of  the  cause  and  location  of 
hearing  loss,  evaluation  and  fitting  of  hearing  aids  and  other  assistive  listening  devices, 
assessment  of  balance  and  vestibular  disorders,  monitoring  of  the  auditory  system  during 
surgical  procedures,  management  of  hearing  conservation  programs  in  industry  and  the 
military,  and  development  and  implementation  of  rehabilitative  programs  for  the  deaf  and 
hearing  impaired  (Attachment  F).   Audiologic  practice  settings  include  private  and 
government  (Veteran's  Administration)  hospitals,  physician  practices,  the  military,  public  and 
private  schools,  and  independent  private  practice.   Audiologisis  are  licensed  in  42  states 
(pending  in  others)  as  independent  providers  of  hearing  care  services. 

The  American  Academy  of  Audiology  represents  more  than  S(XX)  audiologic 
practitioners  in  the  United  Slates.   Founded  in  1988,  the  AAA  is  dedicated  to  the  continued 
improvement  of  hearing  care  services  and  programs  ofTered  to  the  American  public. 
Members  of  the  AAA  subscribe  to  a  Code  of  Ethics  which  requires  honesty,  compassion  and 
competence  in  the  delivery  of  hearing  care  services  (Attachment  G). 

PROVIDERS  OF  HEARING  CARE 

Two  primary  groups  of  academically  trained  specialists  are  involved  in  the  provision 
of  hearing  care  services:  the  Audiologist  and  the  OtologisL  Each  has  different  training, 
expertise  and  means  by  which  to  serve  die  hearing  care  needs  of  the  public.   A  third  group, 
hearing  aid  dispensers,  are  not  academically  trained. 

Currendy,  there  are  about  10,(XX}  audiologists  in  the  United  States.   Audiologic 

training  generally  consists  of  completion  of  a  prescribed  program  of  study,  including  both 

didactic  coursework  and  practical  experience,  culminating  in  a  graduate  or  professional 

d^ree  from  an  accredited  University,  passing  of  a  comprehensive  national  examination,  and 

completion  of  one  year  of  practical  experience  beyond  graduate  school.   Courseworic  includes 

anatomy,  physiology  and  pathology  of  the  auditory  system,  basic  and  advanced  assessment 

techniques  of  hearing  evaluation  including  the  electrophysiologic  evaluation  of  the  auditory 

system,  techniques  in  the  assessment  of  the  vestibular  (balance)  system,  evaluation,  fitting 

and  dispensing  of  hearing  aids  or  other  assistive  listening  devices,  special  techniques  to 
evaluate  die  pediatric  populatioa,  methods  of  hearing  conservation  including  those  mandated 

by  the  government,  acoustics  and  speech  perception,  normal  and  abnormal  speech  and 

language  development,  and  intervention  and  rdiabilitation  prt>grains  for  the  deaf  and  hearing 

impaired.     Practical  experience  with  children  and  adults,  in  a  variety  of  settings,  is  required 

prior  to  graduation.     To  be  a  licensed  practitioner  also  requires  the  passing  of  a  national 

examination  and  the  completion  of  one  year  of  supervised  experience  following  graduation. 
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Cunently,  programs  of  study  in  Audiology  are  being  revised  lo  reflect  a  greater  cxnnmiiiiient 

to  education  prior  lo  graduation  (Attachment  H). 

The  primary  medical  specially  serving  hearing  care  is  Otology,  a  sub-specialty  of 

Otolaryngology  (Ear,  Nose  and  Throat).   This  is  a  suryical  specialty  with  residency  training 

programs  focused  on  the  development  of  surgical  skills,  including  those  assnriatrd  with  the 

surgical  treatment  of  hearing  loss.   Otolaryngology  residents  receive  lectures  and  exposure  on 

hearing  assessment,  hearing  conservation  ptogranu,  and  non-medical  treatment  of  hearing 

loss  with  hearing  aids  and  other  assistive  listening  devices.  The  nujority  of  the  instruction 

on  assessment  of  hearing  loss  and  non-surgical  treatment  options  is  taught  by  audiologists. 

Actual  coursework,  lectures  and  practical  experience  in  hearing  assessment  is  significantly 

less  than  that  which  occurs  during  the  training  of  an  audiologist  In  fact,  a  prominent 

otolaryngologist  recently  intimated  the  unsatisfactory  nature  of  contemporary  otologic 

training  programs  (Atachment  I),  paiticularty  in  understanding  the  areas  of  auditory  theory, 

hearing  assessment,  communication  development,  educational  programs  for  the  deaf  and 

hearing  impaired  and  hearing  aid  technology  and  experience.   These  areas,  however,  have 
been  part  of  audiologic  training  for  more  than  20  years.    Based  on  these  observations,  and 

the  instructional  programs  currently  afforded  to  otolaryngology  residents  and  medical 

students  by  audiologists,  a  strong  argument  for  the  recognition  of  the  audiologist  as  the 

expert  in  hearing  care  can  be  made. 

The  practice  of  the  hearing  aid  dispenser  is  restricted  to  the  evaluation  and  fitting  of 

heating  aids.    Assessment  or  management  is  limited  to  a  basic  hearing  evaluation  related  to 

the  hearing  aid  fflf    Hearing  aid  dispensers  are  not  required  to  have  a  college  education,  or 

any  formal  didactic  training  fixmi  an  accredited  university  or  trainittg  program,  but  must  meet 

the  requirements  for  state  licensure.   In  some  states,  educational  requirements  include  a  high 

school  education,  a  supervised  work  experience  and  the  passing  of  an  qualifying  examination 

developed  by  audiologists  or  based  upon  textbooks  authored  by  audiologists.   The  primary 

focus  of  the  hearing  aid  dispenser  is  the  sale  of  hearing  aids.  Tlie  American  Association  of 

Retired  Persons,  in  its  report  on  hearing  aids,  recommends  to  its  memben  that  they  get  a 

hearing  evaluation  from  an  audiologist  before  buying  a  hearing  aid.    The  nujority  of 

Audiologists  also  di^xnse  hearing  aids  under  the  appropriate  license. 

SERVICE  DELIVERY:  COST  CONTAINMENT  AND  ACCESSDILITy 

Access  to  heating  care  services  cunently  occurs  through  multiple  entry  poims. 
including  primary  care  physicians  (pediatricians,  internal  medicine,  bmily  practice) 
Otolaryngologists,  Audiologists  and  heating  aid  dispensers.  Typically,  the  patient  with  a 
medically  or  surgically  treatable  heating  loss  is  referred  to  the  otolaryngologist.  A  hearing 
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Ion  not  nquiing  treamient  by  medial  or  mpol  mans  an  te  referred  diiecOy  vo  the 
nK<i«i"r«  for  muagentem  with  hening  &:&£  e^r  odier  uastivc  devieet.  Unfomioatdy, 
jm'ijiin  feen  by  primsy  are  ipeciiliBi  ue  often  lefemd  only  to  die  ocolsryngologis  for 
Amher  eviluatiaa.  even  if  die  oompUiat  is  sinipty  heaiiag  loss.  Since  die  incidrntf  of 
ireuable  e»  disease  in  persons  oooipfanning  of  cw  or  besing  problemi  is  low  (Goldstein, 
1984),  costs  of  hearing  care  could  be  substantially  lowered  and  patients  belter  be  served  by 
direct  refenal  ts  die  audiologist.     Services  conducted  dmugb  pbysidns  ofBces  Aow 
increased  utilization  and  inoosed  cfaaifes  per  patient  when  die  services  are  'owned*  by  die 
physicians  (Mitchell  and  Sooo,  1992). 

Tlie  provision  of  professiona]  hearing  care  services  has  a  direct  paialld  in  visioa  care 
(Atiadunent  J).  The  relationsb^  between  die  opiometrin  and  ophthalmologist  is  similar  to 
the  relationship  between  die  andiologist  and  the  otolaryngologists.  Oponethsts  are 
recognized,  both  by  the  public  and  die  government  as  important  providers  of  specialty  care. 
Aldwugh  the  ophttialmtriogia  serves  as  the  medical  iprrBiKfl,  the  optoraeoist  provides  an 
entry  point  that  serves  to  evaluate  visual  acuity,  refer  for  medical  treauncttt  if  indicated, 
dispense  corrective  prostheses  and  provide  visual  ^"sj^ing.    Similariy,  OtolaiyngologisQ 
serve  as  die  spfPrialiB  trained  in  the  surgical  comctian  of  hearing  Sass  while  audiologists  are 
trained  to  evaluate  nsiring,  refer  for  medical  treatment  if  neoessaiy,  and  provide  non-medical 
corrective  techniques. 

Although  systematic  studies  of  the  potential  cost  savings  fitxn  utilizatian  of  the 

audioiogist  as  entry  level  providers  have  not  been  completed,  information  fton  the  visioa 
care  area  shows  that  die  non-physician  professioaal,  i.e.  the  optometrist,  provides  services  at 

lower  costs  and  widi  greater  access  to  services.    Fees  for  comparable  services  were  lower 

when  provided  by  optometrists  than  when  provided  by  ophdialmologists,  and  patients  could 

be  seen  sooner  by  die  opmnieuists  (Soroka,  1991).  While  physicians  generally  object  to 

direct-acoess  to  non-physician  providers,  numerous  studies  demonstrate  si^port  and 

confidence,  on  die  pan  of  patients,  for  diiect-aoeess  to  non-physician  pmviders  (e.g. 

Domboldt  and  Durehholz,  1992;  Dunnt,  et  al.,  1939)  Therefore,  die  apuameuisi  serves  an 

inqionam  rols  in  vision  are  by  providing  increased  acoesstbtlity  diraugh  lower  costs  but 

without  sacrificing  quality.  Expanding  the  role  of  die  audioiogist  in  the  provisian  of  hearing 

care  would  also  result  in  greater  accessibility.  i«dueed  cost,  and  widi  no  saeiifiee  in  quality 

of  services  provided.  The  freedom  to  serve  as  an  cnoy  point  into  health  care,  similar  to  that 

pitivided  by  die  optometris;,  caqwids  die  efaoieei  of  die  American  public,  icsuiis  in 

competition  dius  furdier  towering  costs,  and  increases  accessibility  dirough  die  kiwered  eoss 

and  increased  number  of  providen. 

The  following  flowchans  illus&ate  die  potential  cost  leductioos  aflbfded  by 

restiuctuiing  the  delivery  of  hearing  care  in  a  manne  consistent  with  that  for  vision  care: 
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Th«  flowcharta  ar«  bas«l  on  th«  following  aasuaptlons: 

1.  Chargas  in  uni^a  not  dollara 

2.  Equal  unit  chargas  par  apaclalty  (50/vialt) 

3.  80%  of  all  haarinq  lossas  not  traatabla  by 
■urgical/aadieal  aaana 

4.  BUT  will  rafar  for  haaring  avaluatlon  In  80%  of  tha 
caaas  aaan 

5.  100  patianta 

Z.        nOiaXT  OAK  &a  saniT;   Xutoaatie  rafarral  to  KMT 


100 
patianta 


Prisary  Cara 
(100  X  50) 

BUT 
(100  X  50) 

Audiologiat 
(80  X  50) 

20% 

80% 

Surgical/ 

Madical 

Traataant 

Non-aurgical 
Traataant 

TOTAL  COST:     (100   X   50)    ••■    (100   X   50)    ■«■    (SO   X   50)    -    14,000   unita 
ZZ.     VRzmST  CABZ  AB  EHTST;  Bafarral  to  Aodielegy 


100 

patianta 


Primary  Cara 

(100  X  50) 

— 

ENT 
(20  X  50) 

(100  X  50) 

80% 

20% 

Non-aurgical 
Traataant 

Surgical/ 

Madical 
Traataant 

TOTAL  COST:    (100  X   50)    ••■    (100  X   50)    -f    (20  X  SO)    -   11,000   unita 
IZI.   AUDZOLOOZST  AS  ESTST;  Rafarral  to  EMT/Priaary  Cara 


100 
patianta 


1 

(100  X  50) 

(20  X  50) 

80% 

20% 

Non-surgical 

TraatBttnt 

Surgical/Nadical 
Traataant 

TOTAL  COST:     (100   x   SO)    +    (20  x  50)    -   6,000  units 


SUMMARY  AND  RECOMMENDATIONS 

Accessibility  and  cost  reduction  in  hearing  caie  spedlveaSiy,  and  health  care  in 
(cneral,  can  be  addressed,  in  pan,  by  modification  of  the  service  ddivery  system.   Although 
direa  access  to  hearing  caie  services  provided  by  audicdogists  is  available,  it  is  significantly 
under-utilized.   Although  numerous  causes  ior  this  under-utilization  could  be  identified,  two 
important  reasons  are  evident   First,  the  traditional  physician  driven  model  of  health  care 
places  undue  and  unwarranted  emphasis  on  the  physician  provider  and  tuls  to  adequately 
recognize  the  expertise  and  services  available  through  non-physician  providers,  including 
audiologists.   Second,  the  lack  of  appropriate  legislation  that  provides  for  professional 
recognition  by  agencies  such  as  the  Health  Care  Fuiance  Administration  and  Medicare,  and 
subsequently  other  third  party  payors.  This  in  turn  restricts  options  for  utilization  of 
audiological  services  within  the  health  caie  system. 
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Tlie  following  raooraioai^iziaas  will  allow  for  incitued  utilization  of  audiological 
and  hearing  care  KTviocs.  ibacby  lowering  costs  and  increaang  aceenbility,  yet  providing 
the  quality  servicei  expected  by  die  American  public: 

1.  The  development  and  impleitientatian  of  legislation  that  provides  apptoptiaie 
recognition  of  audiology  as  an  entry  puint  into  hearing  care. 

2.  The  develapmem  and  imptementation  of  legislation  that  ensures  appropriate  service 
provider  status  for  audiologists. 

3.  Tte  development  and  impletneniation  of  Ifgistation  that  piohibits  any  unjustified 

action  to  limit  the  practise  of  audidogy  on  the  part  of  physician  providers. 

THe  American  Aademy  of  Audiology  reossgnias  it's  lespons&ility  to  actively 
participate  in  the  development  of  better  hearing  care  services  to  the  American  people.  As 
such,  the  AAA  has  a  responsibility  to  paitidpate  in  the  edueatian  of  the  public,  including 
education  as  to  the  scope,  quali^,  aooessibUtty,  and  afibrdabOity  of  audiological  services. 

The  American  Academy  of  Audiology  respectfiilly  requests  eonsidention  of  the 
proposals  concuned  herein,  and  sands  ready  to  meet  widi  the  members  of  the  President's 
Task  Force  on  Health  Reform,  or  other  appropriate  persons  or  agencies,  to  further  explain  or 
justify  these  proposals. 
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ATTACHMENT  A 


Hearing  Conservation  Amendment 

to  the  Noise  Control  Act  of  1973 

29  CFR  1910,  1983 


A-l 


Tuesday 
March  8,  1983 


Part  II 


Department  of  Labor 

Oeeupatisnai  Safety  and  Health 
AdmlnlstratloR 

OeeupaUonai  Nolae  Exposure;  Hearing 
Conservation  Amendment;  Final  Rule 
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Ptragraphi  (i)  C).  [4)  and  (S) 

Paragriphi  (i)  (U  (2)  tad  (4) 

Paragraph  (Vl 

Paragraph  (l| 

Pirijr.pha  |m|  (2|.  (3).  (4)  wd  (5) 

Parairaph  |n| 

Appandiua  A.  &  C  D.  E.  H  ud  I 

Portions  of  the  oriinntl  heiring 
conservation  •mendmenl  were  stayed 
beyond  Auqust  ZZ,  1981.  and  were  the 
subject  of  this  ruJeniaking.  In  addition, 
some  provisions  which  went  into  edect 
on  August  ::.  1361.  are  also  being 
modtfied  by  this  final  rule.  The 
provision*  lieir.g  issued  today  in  dial 
form  will  be  effective  on  Apnl  7. 1983.  to 
allow  employers  enough  time  to 
faculiarizr  themselves  with  the 
revisions.  Table  II  below  lists  the 
provisions  and  modified  provisions  (as 
indicated)  which  wilt  be  effective  April 
7. 1983. 

Tabbn 

PnvlalaBa  Wbkfa  An  ERadive  Apd  7.  IMS 

Panfraph  (ctB) 

'Paragraph  (dHll 

Pvagiapha  (di|l)  (i)  and  (U) 

Paragraph  (d)(2)(ii| 

Paragraphs  (d|(3J  (i)  and  (lij 

Paragraph  |r| 

■Paragraph  (0 

•Paragraph  |gH3| 

•Paragraph  lg)(3|ti) 

Paragraph  U);si(ii| 

•Paragraph  lgJ(S)(iii) 

Paragraph  |g)(S)(iv) 

•Paragraph  \s){7)(i] 
Paragraph  (g)(7)(ii) 

•Paragraph  lg)(7j(iu) 

•Paragraph  lg)(8)(i) 

Paragraph  (gj  «|(U) 

•Paragraphs  lgl(«)(U)  (Q  and  (D) 

Paragraph  |g)(8Miu| 

Paragraph  lg)(9| 

Paragraph  (g)(lO) 

•Paragraph  (h|(2) 

•Paragraphs  (hKS)  |i)  and  (U) 

Paragraph  (1)(2)(1) 

Pararaph  (i)(2|(iil(A) 

•Paragraph  |i)|2|(iiJ(B) 

•Paragraph  (j)|3) 

•Paragraph  (m)  (1) 

Paragraph  (o) 

•Paragraph  (p) 

Appendix  F  (from  January  18. 1981) 

Appendix  C 

•An  asicrisk  danotca  those  previaiaiia 
which  are  ammrtmenta  of  previaieoa  thai 
were  affecuva  Aufaal  22. 1981. 

Initially,  employen  were  allowed 
ontil  August  22. 1S8Z,  to  compleu 
baseline  audiograms.  OSHA  nevivad  a 
number  of  requesu  for  extcnaions  of  the 
time  allowed  to  obtaia  basallM 
•udiogremi.  Some  commanten 
Indicated  that  they  needed  more  ttana  to 
comply  for  various  practical  and 
resource  reasons  (&h.  32S-3:  Exh.  327- 
106).  Others  stated  that  OSHA'a  final 
decisions  on  critical  tedinlcal  ittim 
were  necaaaary  before  baaalina 


audiograms  could  be  obtained  fExh. 
327-88:  Tr.  Vol.  IV.  p.  202.  March  28. 
1982.)  One  commenler  slated  thai  an 
extension  of  ume  lo  obtain  baaeltne 
audiograms  would  avoid  the  paperwork 
of  asking  for  a  variance  (Ex.  329-3). 
OSHA  agrees  thai  an  extension  of  tune 
in  which  10  obtain  employee  audiograms 
of  approximately  one  year  ia 
appropriate  under  the  circumstancca  of 
this  proceeding.  A  number  of  important 
elements  of  ihe  audiometnc  testing 
provisions  huve  been  reconsidered  and 
revised.  Employen  could  not  have 
performed  baseline  audiograms  until 
these  issues  were  resolved.  Employers 
now  need  siifi'icient  time  to  incorporate 
these  requiroments  into  their  hearing 
conservation  programs  and  to  purchase 
the  neceasary  equipment  to  run  such  a 
teating  progr.im  or  to  make  the 
neceasary  arrangements  for  consultants 
lo  perform  these  services.  In  the  January 
1981  amcndmcnta,  OSHA  allowed 
approximately  one  year  from  Iha 
effective  date  of  the  standard  for 
employen  to  obtain  baseline 
audiograms.  Since  a  number  of  elemenU 
related  to  the  baaeline  audiogram  wen 
stayed.  OSHA  will  extend  the  date  fof 
completion  of  baseline  audiograms  until 
March  1. 1984,  which  u  approximately 
one  year  after  the  publication  of  Ihu 
documenL  ** 

Liat  of  Subjects  in  29  CFR  Pari  ino 

Occupational  safely  and  health. 
Health. 

Ambodty:  This  docuaieiil  was  prepared 
oader  iIm  diiecoon  of  Thome  C.  Auchtar. 
AaaialanI  Seoatary  of  Labor  for 
Occupational  Safely  and  HealllL  200 
CanautuUoa  Avasoc.  N.tW.  Waahmioa  D.C 
20210. 

Pmnani  to  sectlens  8(b)  and  8(c)  of  the 
OecupaUooal  Safely  and  Health  Act  of  1970 
(84  SUL  ISB3.  tsae.  »  U.S.C  888.  887). 
Secniaiy  of  Labor'a  Order  No.  »-7e  (41  FK 
23099)  and  29  CHI  Part  1911.  |  I9iass  of  29 
Cnt  Part  1910  U  amended  as  sal  forth  below. 
fSeca.  4.  &  Ik  84  SUL  1502. 1SB3.  1S80.  (29 
VS.C  8SJ.  88S.  857);  S  UiC  SS3:  Saoeury  of 
Labors  Order  No.  8-78  (41  FR  2S090)) 

Stgnad  al  Waahiogtoa  O.C  Ihia  2Sth  day  &f 
February  1983. 

ThfaC  Aachtat. 

AMMittaat  Sterturjr  of  Labor. 

PART  1»10— (AUENOEOl 

Paragraphs  (c)  through  (p)  and 
Appcndicca  A  through  I  of  29  CFR 
UlOgs  are  revised  to  read  as  foUosvt: 


_""*«»H  ba  Boiad.  Iwaiai.  (hai  IM  jiiajad 
aHaeUw  daia  la  aoi  m  addUMo  to  dM  aao^  af 
Om»  awplujaii  a*a  nniwiUyy^anloobUM 
bjaataa  a«dMr«»  aadat  aarairaph  (gXSNi).  T— 
all  cvraat  impjuiaaa  mm!  have  k 
bra«a<^1.1 


baa  tk>  daia  al  Umv  Bni  aavMart  ai  ar  abwia  ta 


I  ItiatS    OccupMlonal  notaa  sipoeur*. 

|c)  Heannj  conservation  program.  (1| 
The  employer  shall  administer  s 
conlinuing.  effective  heanog 
conaervaiion  program,  as  described  ui 
paragraphs  (c)  through  (o)  of  this 
section,  whenever  employee  noise 
exposuni  equal  or  exceed  an  8-hour 
lime-weighied  average  sound  level 
rrw  A)  of  AS  decibels  measured  on  the  A 
scale  (slow  response)  or.  equivalently.s 
dose  of  fifty  percent  For  purposes  of  Iht 
hearing  conservation  program,  employe* 
noise  exposures  shall  be  computed  u 
accordance  with  Appendix  A  and  Table 
C-16a.  and  without  regard  to  any 
attenuation  provided  by  the  use  of 
pereonal  protective  equipment. 

(2)  For  purposes  of  paragraphs  (c) 
through  (n)  of  this  section,  an  8-hour 
time-weighted  average  of  85  decibels  or 
a  doae  of  fifty  percent  ahall  alao  be 
referred  to  as  the  acUon  level. 

(d)  Monitoring.  (1)  When  informatifla 
indicates  that  any  employee's  exposun 
may  equal  or  exceed  an  8-hour  time- 
we:ghled  average  of  85  decibels,  the 
employer  shall  develop  and  implements 
monitoring  program,  (i)  The  sampling 
strategy  shall  be  designed  to  identify 
employees  for  inclusion  m  the  bearing 
conservation  program  and  to  enable  Ihe 
proper  selection  of  hearing  proleclora. 

(ii)  Where  circumstances  such  as  higk 
worker  mobility,  significant  variations  is 
sound  level  or  a  aigniTicanl  component 
of  impulse  noise  make  area  monitohsi 
generally  tnappropriale.  the  employer 
ahall  uae  representative  personal 
sampling  to  comply  with  the  monitoriag 
requiremenu  of  this  paragraph  unless 
the  employer  can  show  that  area 
sampling  produces  equivalent  results. 

(2)(i)  All  continuous,  intermittent  and 
impulaive  eound  levels  from  80  dedbeb 
to  130  dedbcls  shall  be  integrated  inis 
the  noise  measurements. 

(ii)  Instruments  used  to  measure 
employee  noise  exposure  shall  be 
calibrated  to  enaure  measurement 
accuracy. 

(3)  Monitoring  shaU  be  repeated 
whenever  a  change  in  production. 
procaaa.  equipment  or  controls  increases 
noise  exposures  to  the  extent  thai: 
(I)  Additional  employees  may  be 
•xpoaad  at  or  above  the  acUon  level:  ar 

(ii)  The  attenuation  provided  by 
haartng  protecton  b>ing  used  by 
employaes  may  be  rendered  iiudeqvale 
to  meet  the  requiremenu  of  paragraph 
(j)  of  this  section. 

(e)  Employee  notification.  The 
employer  shall  notify  each  employee 
exposed  at  or  above  an  B-hour  tune- 
weighted  average  of  85  decibcU  of  the 
resuils  of  the  monitoring. 
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(0  Obterration  of  monitoring.  The 
roplojm  ilull  provide  affected 
(isployeei  or  their  reprMentatives  with 
to  opponunity  to  observe  any  noiae 
owasuraments  conducted  pursuant  ie 
thl*  Motion. 

(g)  Audiometric  te$ting  program,  (1) 
The  employer  ahall  eilabUih  and 
nuintaln  en  audiometric  teatlng  program 
ti  provided  in  this  paragraph  by  making 
sudjometric  testing  available  to  all 
employees  whose  exposiires  equal  or 
exceed  an  S-hour  time-weighted  average 
of  IS  decibels. 

(2)  The  program  shall  be  provided  at 
no  cost  to  employees. 

(3)  Audiometric  tests  shall  be 
performed  by  a  licensed  or  certified 
audiologist.  otolaryngoiogisL  or  other 
physioan.  or  by  a  technician  who  it 
certified  by  the  Council  of  Accreditation 
in  Occupational  Hearing  Conservation, 
or  who  has  satisfactorily  demonatratad 
competence  in  administering 
sudiometric  examinations,  obtaining 
vtlid  audiograms,  and  properly  using, 
maintaining  and  rh^fWing  calibration 
and  proper  functioning  of  tha 
sudjometers  being  used.  A  technician 
who  operates  microprocessor 
tudiometen  does  not  need  to  be 
certified.  A  technician  who  performs 
sudiometric  tests  must  be  responsible  to 
ta  sudiologist,  otolaryngologist  or 
physidan. 

(4)  All  audiograms  obtained  punuast 
to  tliis  section  shall  meet  the 
requirements  of  Appendix  O 
Audiometric  Meaturing  liutnimentM. 

(5)  BoMaline  audiogram.  (I)  Within  S 
months  of  an  employee's  first  expotura 
si  Ar  above  the  action  level  the 
employer  shall  establish  a  valid  baaelina 
audiogram  against  which  subsequent 
sudiograms  can  be  compared. 

(ii)  Mobile  teat  van  exception.  Where 
mobile  test  vans  are  used  to  meet  tha 
sudiometric  testing  obligation,  the 
employer  ihall  obtain  a  valid  baseline 
sudiogram  within  1  year  of  an  ' 

employee's  first  exposure  at  or  above 
the  action  level.  Where  baseline 
iudiograms  are  obtained  more  than  S 
fflontha  after  the  employee's  first 
exposure  at  or  above  the  action  level 
employees  shall  wearing  hearing 
protectors  (or  any  period  exceeding  six 
months  after  first  exposure  until  the 
baseline  audiogram  is  obtained. 

(ill)  Testing  to  establish  a  baseline 
audiogram  shall  be  preceded  by  at  least 
14  hours  without  exposure  to  workplace 
noise.  Hearing  protectors  may  be  used 
St  a  substitute  for  the  requirement  that 
baseline  audiograms  be  preceded  by  14 
hours  without  exposure  to  workplace 
noise. 

(iv)  The  employer  shall  notify 
toployees  of  the  need  to  avoid  high 


levels  of  non-occupational  noiae 
exposure  during  the  14-iiour  period 
immediately  preceding  the  audiometric 
examination. 

(6)  Annual  audiogram.  At  least 
annually  slier  obtaining  the  baseline 
audiogram,  the  employer  shall  obtain  a 
new  audiogram  for  each  employee 
expoaed  at  or  above  an  8-hour  lime- 
weighted  average  of  B5  dedbela. 

(7)  Evaluation  of  audiogram,  (i)  Each 
employee'a  annual  audiogram  ahall  be 
compared  to  that  employee's  baseline 
audiogram  to  determine  if  the  audiogram 
Is  valid  and  if  a  standard  threshold  shift 
as  defined  in  paragraph  (g)(10)  of  this 
section  has  occurred.  This  compariaon 
may  be  done  by  a  technician. 

(ii)  If  the  annual  audiogram  shows 
that  an  employee  haa  suffered  a 
standard  threahold  shift  the  employer 
may  obtain  a  retest  %vithin  30  days  and 
consider  the  results  of  the  retest  aa  the 
annual  audiogram. 

(ili)  The  aodiologitU  otolaryngologiat. 
or  phytidan  shall  review  problem 
audiograms  and  shall  determine 
whether  there  is  t  need  for  further 
evaluation.  The  employer  shall  provide 
to  the  person  performing  this  evaluation 
the  following  information: 

(A)  A  copy  of  the  requirements  for 
hearing  conservation  as  aet  forth  In 
paragraph*  (c)  through  (n)  of  this 
section: 

(B)  The  baseline  audiogram  and  moat 
recent  audiogram  of  the  employee  to  be 
evaluated: 

(CI  Measurements  of  background 
sound  prssure  levels  In  the  audiometric 
test  room  as  required  in  Appendix  D: 
Audiometric  Test  Rooms. 

(D)  Records  of  audiometer 
calibraUona  required  by  para^vph  (h)(S} 
of  this  section. 

(8)  Follow-up  procedures.  (1)  If  a 
comparison  of  the  annual  audiogram  to 
the  baseline  audiogram  indicates  a 
standard  threshold  shift  as  defined  in 
paragraph  (g)(10J  of  this  section  has 
occurred,  the  employee  shall  be 
informed  of  this  fact  in  writing,  within  21 
days  of  the  determination. 

(ii)  Unless  a  physician  determines  that 
the  standard  threshold -sluft  is  not  work 
related  or  aggravated  by  occupational 
noise  exposure,  the  employer  shall 
enanre  that  the  following  steps  are  taken 
when  a  standard  threshold  shift  occurs: 

(A)  Employees  not  using  hearing 
protectors  shall  be  fitted  with  hearing 
protectors,  trained  in  their  twe  and  care, 
and  required  to  use  them. 

(B)  Employees  already  using  hearing 
protectors  shall  be  refitted  and  retained 
in  the  use  of  hearing  protectors  and 
provided  with  hearing  protectors 
offering  greater  attenuation  If  nacetaaiy. 


fC)  The  employee  shall  be  .-afcrred  for 
a  cUnleal  audielogical  evaluation  or  aa 
otological  examination,  aa  appropriate 
If  additional  testing  it  neceaaary  or  U  tiie 
employer  suspects  that  a  medical 
pathology  of  the  ear  is  cauaed  or 
aggravated  by  the  wearing  of  hearing 
protectors. 

(D)  The  employee  ia  informed  of  the 
need  for  an  otological  examination  if  a 
medical  pathology  of  the  ear  that  ia 
unrelated  to  the  use  of  bearing 
protectors  is  suspected. 

(ill)  If  subsequent  audiometric  testing 
of  an  employee  whose  exposure  to  noiae 
is  less  than  on  B-hour  TWA  of  90 
dedbcls  indicates  that  a  standard 
threahold  shift  is  not  persistent  the 
employer 

(A)  Shall  inform  the  employee  of  the 
new  audiometric  interpretation:  and 

(B)  May  discontinue  the  required  use 
of  hearing  pratectora  for  that  employee. 

(9)  Revited  baseline.  An  annual 
audiogram  may  be  substinited  for  the 
baseline  sudiogram  when,  in  the 
)udgment  of  the  audiologiiL 
otolaryngologist  or  physician  who  is 
evaluating  the  audiogram: 

(i)  The  standard  threshold  shift 
revealed  by  the  audiogram  is  penisteat 
or 

(ii)  The  hearing  threahold  shown  in 
the  annual  audiogram  indicates 
significant  improvement  over  the 
baseline  audiogram. 

(10)  Standard  thrvshotd  shift  (1)  Aa 
used  In  this  section,  a  standard 
tiireshold  shift  is  a  change  in  hearing 
threshold  relative  to  the  baseline 
audiogram  of  an  average  of  10  dB  or 
more  at  200a  3000.  and  4000  Hz  in  either 
ear. 

(ii)  In  determining  whether  a  standard 
threshold  shift  has  occurred,  allowance 
miiy  be  made  for  the  contribution  of 
aging  (presbycusis)  to  the  change  in 
hearing  level  by  correcting  the  annual 
audiogram  according  to  the  procedure 
described  in  Appendix  F:  Calculation 
and  Application  of  Age  Correction  to 
Audiograms. 

(h)  Audiometric  test  requirements.  (1) 
Audiometric  tests  shall  be  pure  lone,  air 
conduction,  hearing  threshold 
examinationa.  with  test  frequencies 
including  as  a  minimun:  500. 1000.  2000. 
3000,  4000,  and  6000  Hz.  Tests  at  each 
frequency  shall  be  taken  separately  for 
each  ear. 

(2)  Audiometric  tests  shall  be 
conducted  with  audiometers  (including 
microprocessor  sudiometers)  that  meet 
the  specifications  of.  and  are  maintained 
and  used  in  accordance  with.  American 
National  Standard  Specification  for 
Audiometers,  S3.8-19ae. 
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(31  Pulaed-tone  and  •ell-rccording 
■udiomelen.  if  used,  shall  meet  the 
nquircmcnts  ipedfied  In  Appendix  C 
Audiometric  Measunng  IntcrvmenU. 

(4J  Audrematnc  examiaatlons  shall  b* 
administered  In  a  room  meeting  the 
requircmenu  listed  in  Appendix  O: 
Audjomatnc  Tttt  Rooms. 

(5|  Audiometer  ca/ibralion.  (1)  The 
functional  operation  of  the  audiometer 
shall  be  checked  before  each  day's  use 
by  testing  a  person  with  known,  stable 
hearing  thietbolds.  and  by  listening  to 
the  audiometer's  output  to  make  sura 
that  the  output  is  free  from  distorted  or 
unwanted  sounds.  Deviations  of  10 
decibels  or  graatcr  require  an  aconstic 
calibration. 

(ii)  Audiometer  calibration  ahaH  be 
checked  acoustically  at  least  annually  tn 
accordance  with  Appei^dlx  E:  Acouttie 
Calibration  of  Audiomatert,  Test 
bequenaes  below  SOO  Hz  and  abova 
flOOO  Hz  may  be  omitted  from  this  '■*"^^ 
Daviatioos  of  IS  decibels  or  greater 
require  an  exhaustive  calibration. 

(Ui)  An  exhaustive  calibration  shall  b« 
performed  at  least  every  two  yean  in 
accordance  with  sections  4.1.2;  4.U.: 
4.1.4J;  4.2:  4.4.1:  4.4.Z:  4.4J:  and  4J  of 
the  Amencan  National  Standard 
Spedficaboo  for  Audiometers,  S3.A- 
ues.  Test  frequencies  below  SOO  Hz  and 
above  8000  Hz  may  be  omitted  frtnn  this 
calibration. 

(i)  Hearins  protectory.  (1)  Employers 
shall  make  hearing  protecton  available 
to  all  employees  exposed  to  an  S-hoar 
time-weighted  average  of  as  decibela  or 
graater  at  no  cost  to  the  employees. 
Hearing  protectors  shall  be  replaced  as 
oeccasary. 

(2)  Employers  shall  ensure  that 
bearing  pioiecion  sra  warn: 

(i)  By  an  employee  who  is  required  by 
paragraph  (bid)  of  this  section  to  wur 
penonal  protective  equipment  and 

(ill  By  any  employee  who  is  expoeed 
to  an  8-hour  time-weighted  average  of  85 
decibels  or  greater,  and  who: 

(A)  Has  001  yet  had  a  bascUae 
audiogram  esisblished  punuanl  to 
parsRraph  (g)(5)(u):  or 

(B)  Has  expenenod  a  standard 
threshold  shift 

(3)Employees  shall  be  given  die 
opportuiuty  to  select  their  heahzig 
protectors  from  s  variety  of  suitable 
hearing  protecton  provided  by  the 
employer. 

(4)  The  employer  shall  provide 
training  in  the  use  and  care  of  all 
bearing  protecton  prtivided  to 
employees. 

(5)  The  employer  shall  ensure  proper 
taiitial  fitting  and  supervise  the  correct 


use  of  all  hearing  protector.^ 

0)  Hearing  protector  atteitaation.  (1) 
The  employer  shall  evaluate  bearing 
proleclcr  sttenustion  for  the  specific 
noise  environments  in  which  the 
protector  will  be  used.  The  employer 
shall  use  one  of  the  evsluatlon  methods 
described  In  Appendix  B:  Method*  for 
Estimating  the  Adequacy  of  Hearing 
Protection  Attenuation. 

(2)  Hearing  protecton  must  sttenuata 
employee  exposure  st  least  to  an  8-hour 
time-weighted  average  of  00  dedbala  as 
requlreu  by  paragraph  (b)  of  this 
sectioiL 

(3)  For  employees  who  have 
experienced  a  standard  threshold  shifL 
hearing  protecton  must  sttenuata 
employee  exposure  to  an  ft-hour  time- 
weighted  average  of  85  decibels  or 
below. 

(4)  Tha  adeqtiacy  of  hearing  pntactor 
attenuation  shiall  be  re-evaluatad 
whenever  employee  noise  exposures 
iacraase  to  the  extent  that  the  hearing 
protecton  provided  may  no  longer 
provide  adequate  attenuatian.  The 
employee  shall  provide  more  sQactiva 
hearing  protecton  where  necasaaiy. 

fV)  Training  program.  (1)  The 
employer  shall  instltuta  a  tialniiig 
program  for  all  employees  who  are 
exposed  to  noise  at  or  above  an  8-hoar 
time-weighted  average  of  85  dedbals. 
and  shall  ensure  employee  participation 
in  such  program. 

(2)  The  training  program  shall  be 
repeated  annually  for  each  employee 
Included  in  the  hearing  conservation 
program.  Information  prxjvlded  In  the 
training  program  siiall  be  updated  to  be 
consistent  with  changes  in  protective 
equipment  and  work  processaa. 

(3)  The  employer  shall  ansore  that 
each  employee  is  informed  of  the 
following: 

(i)  The  eHeets  of  noise  on  hearing 
(ii)  The  purpose  of  hearing  protecton, 
the  advantage*,  disadvantages,  and 
attenuabon  of  various  types,  and 
instruction^  on  selection,  fitting,  uac, 
and  care:  and 

(Ui)  The  purpose  of  audiometric 
testing,  and  an  explanation  of  the  tot 
procedures. 

(1)  Access  to  information  and  tnining 
materials.  (1)  The  employer  shall  maka 
available  to  affected  employees  or  their 
teptescntatives  copies  of  this  standard 
and  shall  also  post  a  copy  la  tha 
workplace. 

(2)  Tha  employer  shall  provide  to 
■Sected  employees  any  inlormalional 
materials  pertaining  to  the  standard  that 
■re  supplied  to  the  employer  by  the 
Asaistant  SecnUry. 


(3)  The  employer  sh.ll  provide,  upon 
request,  all  materials  related  to  the 
employer's  training  snd  education 
program  pertaining  to  tlus  standard  to 
the  Assistant  Secretary  snd  the  Du 

(m)  Recordkeeping  — (1)  Exposure 
measurements.  The  employer  thalJ 
maintam  an  accurate  record  of  all 
employee  exposure  measurements 
required  by  paragraph  (d)  of  tlus 
section. 

(2)  Audiometric  tests.  (I)  The  emp 
shall  ratsln  sU  employee  audiometnc 
test  records  obtained  punuant  to 
paragraph  (g)  of  liiis  lection: 

(U)  Thu  record  shall  mdude- 

(A)  Name  and  job  claasificaiion  of  the 
employee: 

(B)  Date  of  the  audiogram: 

(C)  The  examiner's  name: 

(D)  Data  of  tha  last  acoustic  or 
exhaustive  calibration  of  the 
audiometer,  and 

(E)  Employee's  most  recant  noise 
exposure  sssessment. 

(F)  The  employer  shall  maintain 
accurate  records  of  the  measurements  tt 
the  background  sound  pressure  levels  la 
audiometric  test  rooms. 

(3)  Record  retention.  The  employer 
shall  retain  reconls  required  m  thu 
paragraph  (m)  for  at  least  the  following 
periods. 

(I)  Noise  exposure  measurement 
records  shall  be  retained  for  two  yeen. 

(ii)  Audiometnc  test  records  shall  be 
reuined  for  the  duration  of  the  aflecisd 
employee's  employment 

(4)  Access  to  records.  All  records 
required  by  this  section  shall  be 
prtivided  upon  request  to  employee*. 
fonner  employee*,  representatives 
designated  by  the  individual  employe*, 
and  the  Assistant  Secretary.  The 
provisions  of  29  CFR  lfflO.20  (*)-(e)  and 
(SHO  apply  to  access  to  records  under 
this  section. 

(5)  Transfer  of  records.  If  the 
employer  ceases  to  do  business,  the 
employer  shaU  traiufer  to  the  successor 
employer  all  records  required  to  be 
mainuined  by  this  sectioa  and  the 
successor  employer  shall  retsm  them  for 
the  remainder  of  the  pcnod  prescribed 
in  paragraph  |m)  (3)  of  this  section. 

(n)  Appendices.  (1)  Appendices  A.  & 
C  0.  and  E  to  this  section  are 
taicorporated  as  part  of  thu  section  and 
the  contents  of  these  Appendices  are 
mandatory. 

(Z)  Appendices  F  and  C  to  this  seetiaa 
an  informational  and  are  not  mtended 
to  create  any  additional  obligatioos  oel 
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Statement  from  the 

Consensus  Development  Conference 

on  Early  Identification  of  Hearing  Impairment 

in  Infants  and  Young  Children 

Sponsored  by  the  National  Institute 

on  Deafness  and  Other  Communicative  Disorders 

National  Institutes  of  Health 


Consensus  Development  Conferences 


•■fra -sr  u-r'i  :  -•Mj-r- •M-r-i  -. 


rOK  RSLZASS  eOKTXett    Bill  B*ll,  301-4»<-17«S 

VadBSSday,  KATCb  3,  lt*3  3e   B«9l«7,  3ei-4<«-72«3 

MZB  VMItX.  KXCOKKSKBS  BXAJIZM6  SCBZSIIZXe  FOB  AU  MEBBORMS 

All  in2an«s  should  b«  seraanad  far  haarin?  iapairaanr, 
according  Co  a  eensansus  davalepnanc  panal  eenvanad  by  eh* 
Naeienal  Inseituces  o;  Haaltii. 

vmila  cha  basr  eppereunley  zo   scraan  in£anes  for  signs  ei 
ha&ring  impaimant  is  bafera  thay  ara  disehargad  Sroa  nawbom 
nursarias,  Uie  panaX  urgad  chat  univarsal  scraaning  should  ba 
dona  no  latar  tban  tha  Sirst  thraa  months  of  liCa. 

In  tb*   Onltad  Scacas  naarly  1  oi   avary  1,000  ehildran  is 
bom  daaf.   Many  aora  ara  born  with  lass  savara  haaring 
iBpairmant  whila  othars  davalep  iapairad  haaring  during 
childhood.  Tha  first  thra*  yaars  et   lifa  ara  tha  crucial  paried 
for  davaleping  spaach  and  languag*  skills.  Raducad  haaring 
acuity  during  this  paried  can  intsrfara  vith  «pa«eh  and  languaga 
davalapaant,  advarsaly  aff acting  social  and  aaotienal  growth. 

While  tb«r«  are  cavaral  actheds  availabla  to  identify 
haaring  iopaisaant  during  tha  first  yaar  ef  lifa,  tha  avaraga  aga 
of  idantifying  bearing  iapairad  Aaeriean  ehildran  is  close  to 
three  yaars. 

"There  is  a  clear  need  in  this  country  for  isproved  aethods 

and  aodels  for  Identifying  hearing  iapaicsent  in  infants  and 
young  children,"  said  panel  ehairaan  Dr.  Sregery  Hats,  pre^esser 

and  ehairaan  of  tha  otolaryngology  dapartaane  at  Loyola 

University  in  Chicago. 
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Curranrly,  Uia  only  inlancs  scraanad  tra  rtioaa  idanri;iad 
wish  ona  or  mora  hi9h  risk  factors  asaociatad  wich  haaring 
impairaant,  including  low  birUi  waight  or  a  faaily  history  of 
haaring  iapairmanc.   Howavar,  Uiaaa  cricaria  fail  to  idanc;,fy  so 
to  70  pareanc  of  childran  bom  with  haaring  iBpairaant. 

Tha  panal  notad  that  racant  tachnology  advancas  hava  lad  to 
iaprovad  seraaning  mathoda  that  can  idantify  tha  aajority  of 
childran  with  impairad  haaring  and  raconaandad  tha  usa  of  two 
tasts  for  univarsal  acraaning. 

Currantly,  tha  panal  said,  nawboms  should  ba  scraanad 
b«fera  laaving  tha  hospital  with  a  tast  that  aaasuras  otoacoustic 
amissions  (0A£) ,  which  ara  lew-lsval  inaudibla  sounds  producad  by 
the  inner  aar.   Infants  who  fail  OAE  tasting  should  ba  scraanad 
with  auditory  brainstaa  raspensa  (ABK)  audioaatry,  which  aaasuras 
function  of  tha  innar  aar  haaring  narva  and  parts  of  tha  brain 
involvad  in  haaring. 

HbiXa  ABR  CAStlng  has  b*«n  tha  seraaning  aethod  of  ehoica 
for  high  risk  infants  for  nearly  IS  years,  its  cost,  testing  tiae 
required,  end  technical  difficulties  have  discouraged  Its  use  for 
screening  large  populations  of  infants.   The  recent  develepaent 
of  OA£  testing,  which  is  fast,  inexpensive,  and  noninvasive, 
preapted  the  panal  to  reeoaaend,  for  the  first  tiae,  universal 
screening  of  all  newborns. 

Newborn  screening,  the  panel  stated,  is  not  a  replaceaent 
for  early  childhood  hearing  tests,  eaphasiiing  the  iaportanca  =; 
continued  universal  surveillance  of  preschool  children.   Tha 
panel  also  encouraged  greater  public  awareness  and  education  ef 
health  care  providers  about  the  early  signs  of  hearing  impairmant 
in  infants  and  young  childran. 

These  recoBsendations  were  reported  at  the  conclusion  of  tha 
KIH  Consensus  Development  Conference  on  Early  Identification  of 
Hearing  lapairaent  in  Infants  and  Young  Children.   This  3 -day 
conference  was  sponsored  by  the  National  Institute  on  Deafness 
and  Other  Coaaunication  Disorders  and  NIH  Office  of  Medical 
Applications  of  Research. 

«    f    « 

TELEVISION  EDITORS:  B-roll  footage  of  different  test  aethods  is 
available  by  contacting  Jo  Bagley  at  301-496-7243.   Total  run 
tiae  is  about  5  ainutes. 

RADIO  EDITORS:   A  brief  audio  report  on  this  conference  with 
actualities  will  be  available  for  taping  March  8-12,  1993,  by 
calling  the  NIH  Radio  News  Service  at  1-800-MED-3IAL. 
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Joint  Committee  on  Infant  Hearing 
1990  Position  Statement 

American  Academy  of  Pediatrics 

American  Academy  of  Otolaryngology 

American  Speech-Language-  Hearing  Association 


Joint  Committee  on 
Infant  Hearing 
1990  Position 
Statement 


The  follomng  KcpanOaa  posHien  suimmnt  »as 
Onalopaa  by  Om  Jant  CommMaa  on  miant  Hmtfing 
tna  tppnjva  by  Iha  AmericMn  Sp»eetH.Mnguag»- 
H0Mring  AssoaaHen  (ASHAj  Lagetmna  Ccunei  (LC 
40-90)  *>  November  1990.  Jomt  Comnmae  member 
onunizetions  Oiet  approved  tfits  position  statement  am 
mee  respeOve  repiasentatiyes  who  prepaied  tus 
statement  induPe  tne  Iplknnng:  Amencan 
Speaeh-Language-Heamg  Association  —freO  H.  Bass, 
enair.  Noel  D.  MaVrm.  ana  Evelyn  Cherow.  ex  otBca: 
Amencan  AeaOemv  ci  Ololaryngology-Heae  anp  NecH 
Surgery— Kennetn  M.  GnmetasL  oo<har,  Amencan 
Acaiemy  of  Petliatncs— Allen  EienOerg  and  Mlliam  P. 
Potsic:  Counal  on  Eaucanon  of  me  Deaf  (A.G.  Belt 
AssoaaOon  tor  the  Deaf.  Amencan  College  of 
Educators  of  IHe  Heamg  Impaired,  ConwntiBn  et 
Amencan  Instwetors  of  tfw  Deal,  and  me  Conteranoe  ol 
Educational  Admnstrators  Serving  ins  Deal)— Ota 
Aldndge  and  Baitara  Bodner-Jonnson:  Dtradors  ol 
Speeett  artd  Hearing  Programs  in  Stale  HeaSti  and 
Weltare  Agenoea — Thomas  Uanoney  Consultargs: 
Alan  Salamy  and  Gregory  J.  Uatz.  Arm  L  Carey, 
1988-1990  vice  president  lor  prolesstonal  and 
governmental  afiairs,  was  the  ASHA  monrtoriitg  viae 
presJderu. 


I.  Background 

The  aaipf  detedbon  of  hsariiiQ  BT^sainmnt  in  cMdrsn 
isessantal  in  ortor  to  inttiaie  B<s  medieal  and 
aoucabonal  iwecvniion  ertteii  tor  devaloping  aptimil 
oonvnuiHcaiion  and  yyial  sidBs.  In  1962^  tha  Joint 
ConvnTtee  on  Iniant  Hoanng  laconunandod  KJaiUifynQ 
Mams  at  nsl;  tor  twaiing  impainnent  by  tneans  ot 
savan  cmana  and  iuggestsd  toOoor^  audiologKal 
evaluation  ot  these  intants  urta  acan&ta  asieMmente 
of  hearing  oould  be  made  (ASHA.  1982).  In  recent 
yeais.  advances  in  aeienea  and  taehnotogy  nave 
mcreased  the  enanoes  tor  survival  of  manadtf 
prematura  and  low  birth  weigttt  neonates  and  other 
severely  oompcomised  nawtxxns.  Because  moderate  id 
severe  sensomeunl  hearing  loss  can  be  confirmed  in 
2.5%  to  5.0%  of  neonates  manifesting  any  of  the 
previousty  puUisned  nsi(  cmsna,  auditory  screening  of 
al-RSk  newtioms  is  wanantsd  (HosfofO-Ouna  Joivnon, 
Simmons.  Malachowski.  &  LjOw.  1987;  Jaooescn  & 


Iktocetnuse.  1984:  Mahoney  &  Bchwald.  1887;  Slein. 
OUamar.  Kraus,  &  Paton,  1963).  Those  sitants  ore 
nave  one  or  more  of  the  nsk  factors  art  oonsioarad  B 
be  al  mcreased  nsic  tor  sensormeunl  hearing  loss. 

Recent  research  and  new  legislatiori  (Pi.  99-<57) 
suggest  the  need  lor  expansion  and  danficalien  otthe 
1982  emena.  This  1991  statement  eqiands  the  nsK 
cntena  and  makes  recommendations  for  the 
Identification  and  management  of  heanngHmpaireti 
neonates  and  infants.  The  Joint  Commmee  recognizes 
that  the  performance  charactensscs  of  these  new  nsi: 
factors  are  not  presanfly  Known:  further  study  ana 
entical  evakjatian  of  the  nsli  criteria  are  therefore 
encouraged.  Ttie  protocols  recommended  by  ths 
Commiitse  a>«  considered  optimal  and  are  based  on 
both  csncal  enoehenee  and  cunem  rvsaafch  findings. 
The  CmimiHee  recognizes,  however,  that  Sie 
lecummenaed  protoeots  may  not  be  appropnale  tor  89 
nstitulians  and  that  modifications  n  screerang 
approaches  wffl  be  necessary  to  aooommodate  ths 
specific  needs  of  a  given  faatty.  Such  factors  as  cost 
and  availabiBty  of  aquipmem.  personnel  and  tolmr-up 
sennoes  are  (hponaffl  considerations  in  Ihs 
development  of  a  screening  program  (Tioner.  1990). 

U.  Uentmeaaon 

A.  Risk  Ciiteha:  Nesruiias  (both  •  26  days) 

The  risk  factors  Dui  identity  those  neonatac  «>l» 
are  at-nak  lor  sensonneurai  naanng  rnpamnnem 
mdude  the  foUowrt;: 

1.  Fam^  history  ot  congenital  or  delayed 
onset  cniMheod  sensonneurai  npaiimsnL 

2.  Congenital  Infection  known  or  suspeeud  to 
be  assoaatad  with  sensorineural  hearng 
impamnant  such  as  lonplasmoss.  sypMis. 
rut>alla.  cytomegalovirus  and  herpas. 

3.  Craniofaeial  anomalies  mdudirq 
inoiphologic  abnormalities  of  the  pinna  ard 
ear  canal,  absent  phittrum,  low  hainins. 
etcetera. 


XllStfV  SI.M 
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4.  Birih  weigm  less  than  1SO0  grams  {-X3 

5.  Hypeft)ihnjbinefnia  al  ■  Ivwt  ■irai'ing 
tfvljcation  for  •xc^ang•  transtunon. 

6.  OtotoxK  medications  ndudriQ  but  not 
hmrtad  to  the  amviogfycosKles  lood  lor 
mors  than  5  days  (e.g..  gentamcw 
toOramyon.  kanamyon,  strvotonryoi)  and 
loop  dturabcs  inyl  i  combtfutior>  w4Ti 
amtfiogtyoosiOas. 

7.  Bactanal  marwigftL 

8.  Severs  deprassjon  al  bvlh.  wticti  may 
ndude  mtants  witfi  Apgur  scores  ol  &-3  at 
5  mnutas  or  those  who  tad  lo  nbals 
spontaneous  lesfabui  by  10  mmmas  or 
those  with  hypotonia  penu&nQ  to  2  houn  of 
age. 

9-  Prolonged  (nectunoi  wei'itttifiuii  tor  s 
dwanon  equal  lo  or  greater  than  10  days 
(e.g.,  per3tstsnt  pulfiimtary  hyperunwn). 

10.  Stigmata  or  oltier  findings  iiv'iaied  with  a 
syndrome  known  to  include  sensormewal 
hearing  loss  (e.g..  Waanlenfiurg  or  Usnar's 
Syndrome). 

I.  Risk  Criteria:  Intants  (29  days  -  2  yeara) 

The  (actors  ttiat  identity  inosa  ntants  wfio  aia 
at>nsk  for  sensorineural  heanng  impajnnent 
(idude  me  toVowmg: 

1 .  Parent/caregrver  concern  regardffig  heanng. 
speecti.  language  and/or  de»etx»iie<iui 
delay. 

2.  Bactenai  niei'iingilis. 

3.  Neonatal  nsk  (actors  that  may  be 
j'*'^^"*^  with  prt>gre3sive  sensomeural 
heanng  loss  (e.g..  cylomegalowus, 
prolonged  mectunical  ventilation  and 
inherited  disorders). 

4.  Head  trauma  especially  with  either 
longitudinal  or  transversa  fracture  ol  Itie 
temporal  bone. 


Stigmata  or  other  findbigs  i 
syrvlromes  kiKiwn  to  indude  sensorineural 
heanng  loss  (e.g.,  Waaideftturg  or  Usher's 
Syndrome). 

Ototoxic  medications  including  but  no! 
iHratad  to  the  ammoglycosides  used  kx 
more  than  5  days  (e.9.,  geruamion. 
tobramycm,  Kanamydn.  sueuluiiyun)  and 
loop  diurebcs  used  n  combmabon  with 
ammogtycosides. 

Children  with  neurodegenerative  daorders 
such  as  neurofibromatosis,  myocJonc 
epilepsy.  Werdnig-Hotfman  disease, 
TaySacfi  s  disease,  intanble  Gauchefs 
disease.  Nieman-PiOi  dsaasa,  any 
metachromatic  leukodystrophy,  or  any 
infantile  demyebnaung  neuropathy. 


8  Chridtvxid  mectnus  Ooaases  Known  to  De 
asiocialad  with  unsormeural  heanng  ion 
(e.g.,  mwnps,  measles) 


///.  Audlologic  Screening 
Recommendations  for  Neonttef  and 
Infanta 

A.  Neonalas 

Neonates  wno  manifest  one  or  more  Aema  on 
the  nsk  cntena  shoiM  be  ic/eeiied.  prelerabiy  i«idar 
the  supervision  of  an  aiiiliiiinjnL  Opomaty,  laeenwg 
stiould  be  compieiad  pnor  c  Otaotargt  from  the 
newbui'i  nursery  but  no  later  ihan  3  monttn  o<  age.  The 
ntlal  screening  should  ffidude  meastfement  of  ffie 
auditory  bransam  mponae  (ASH)  (ASHA.  ISSS). 
Behavioral  tesbng  of  newborn  iilaiu'  lieanng  has  higfi 
false-positive  arvl  false-negatrve  rates  and  ■  not 
unrversaVy  recommefvJed.  Because  some  lUiS  gueWii 
results  can  oiaut  with  ABH  scieeneig.  ongotfig 
assessment  and  observation  of  Vie  infants  audHory 
behavnr  a  recommended  dunngihe  earfy  stages  of 
iileiveiilMjii.  If  the  mtant  is  ^scnarged  pnor  id 
screening,  or  if  ABR  screening  under  audiologc 
supervisan  s  not  available,  the  ctiM  ideally  should  be 
referred  tor  ABR  testing  by  3  months  of  age  but  never 
later  than  6  months  of  age. 

The  acoustic  sbmuhis  tor  ABR  aatamg  shiMkl 
contain  energy  n  the  frequency  region  important  tar 
speech  recogrubon.  ClidQ  are  the  most  con  wanly  laed 
signal  lor  eliciting  the  ABR  and  contan  energy  n  ffie 
speech  frequency  region  (ASHA.  1989).  Pass  ottanon 
tor  ABR  saeeiMig  is  a  response  from  eacti  ear  at 
ntertsity  levels  40  dB  nHL  or  less.  Transducers 
designed  lo  reduce  the  prooabdity  of  ear-canal  inlliiiee 
are  recommeriOed. 

K  consistent  eleLUupliyMi,ilcigical  responses  are 
detected  at  apprepnate  sound  levels,  then  the 
screening  process  wffl  be  considered  complele  except 
n  those  cases  wtwre  then  is  a  pnibabifity  of 
progressive  heanng  loss  (e.g.,  lamity  history  of  delayed 
onset  degenerative  disease,  menmgitis.  intrauwine 
infecbons  or  infants  who  had  chronic  lung  disease, 
pulmonary  hypertension  or  who  received  madicatians  in 
doses  Btaly  to  be  ototoxic).  If  the  results  of  an  mibal 
sueening  of  an  ntant  manifesting  any  nsk  cntena  are 
equivocal,  then  the  mfam  should  be  referred  for  general 
medcai.  otologKJi.  and  audiological  toltow-up. 

B.  Infants 

Infants  who  exti&it  one  or  more  items  on  the 
nsk  criteria  should  be  screened  as  soon  as  possibia  but 
no  later  than  3  months  after  the  child  has  been 
uleiilified  as  at-risk.  For  infants  less  than  S  rrxxiths  of 
age.  ABR  screening  (see  II  A.)  s  recommended.  For 
nfants  older  than  6  months,  behavioral  testing  using  a 
conjitioned  response  or  ABR  testing  are  appropriate 
approaches.  Intants  who  tail  the  screen  should  be 
referred  tor  a  comprenensivB  audiologic  evaluabon.  Tho 
evaluation  may  include  ABR,  behavioral  tesbng  (  >  6 
months)  and  acoustic  immrtlanca  measures  (see  ASHA, 
t989  GuKMirms.  for  recommended  protocols  by 
developmental  age). 
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IV.  Early  Intervention  tor 
Hearing-Impaired  Infants  and  Their 
Families 

When  hearmg  loss  is  identified,  early  iniervenlicn 
MTvtces  snould  be  provided,  m  accordance  wit^  Public 
L«w  99-457.  Earty  intervention  services  under  P.L 
M-*S7  may  oommence  betore  the  comjKetion  of  the 
evaluation  and  assessment  rf  the  following  conditions 
ai«  met:  (a)  parental  consent  s  obtained,  (b)  an  irneran 
individualized  tamny  service  plan  (IFSP)  s  devetaped. 
and  (c)  the  full  mmai  evaluation  process  is  completed 
wi9<ai  45  days  of  rstenal. 

The  mtenm  IFSP  should  indude  the  toUowwiB: 

A.  The  name  of  me  ease  manager  wt»  w«  be 
responsible  tor  both  impiememation  of  the 
intenm  IFSP  and  cooromation  with  ooier 
agenoes  and  persons: 

B.  The  aaily  mtarvention  sorviees  that  have  been 
dewmnned  to  be  needed  inunadiately  By  the  cMd  and 
tm  child's  iamiy. 

These  immediate  early  intervention  services 

snould  include  the  following: 

1 .  Evaluation  by  a  physioan  with  eipertise  in 
the  management  of  early  chHdhood  otologic 
disorders. 

2.  Evaluation  by  an  audiologist  with  ei^ieftise 
in  the  assessment  of  young  children,  to 
determine  the  type,  degree,  and 
configuration  of  the  hearing  loss,  and  to 
recommend  assistive  comnunieaticn 
devices  appropriate  to  the  cMld's  needs 
(e.g.,  hearing  aids,  personal  FM  systems, 
vibrotactile  aiOs). 

3.  Evaluation  by  a  speech-language 
pathoiogst.  teacher  of  the  heann^-impaavd, 
audidogist.  or  other  professional  wflh 
ejipertise  in  the  assessment  of 


chddrBn.  IP  devvlop  a  program  of  aarty 
intervention  consissant  with  the  iweds  of  the 
child  and  preferences  of  the  tam^.  Such 
mteimuion  would  be  cogmanl  of  antj 
seruilivc  to  cullur^  values  inheient  in 
tamiSai  deafness. 

4.  Famiy  eduetfon,  eounaafing  and  giadanea, 
wriiiiliny  home  visits  and  parent  suppoft 
groups  to  provide  famffias  wflh  uiJuiiiiabon, 
cfiiU  rnanagement  skJfis  and  emotional 
siipport  consistant  with  the  needs  of  th? 
child  and  family  and  Ihair  cuOure. 

5.  Special  instructian  that  kidudes: 

a.  the  design  and  implemefitallun  c^ 
learning  errvuonri  lei  Us  and  actMties  that 
promote  the  child's  development  and 
oomniunM'jitiim  sitflls. 

b.  cwnculum  planning  that  integrates  and 
coordinates  muttidaaplinaiy  peisannel 
and  resources  so  that  intended 
outcomes  of  Ifie  IFSP  are  achiavad:  and. 


ongoing  monitoring  of  th«  child's  hearing 
status  and  amplHicabon  needs  and 
development  ol  auditory  siulls. 


V.  Future  Considerations  for  Risk 
Criteria 

Because  of  the  dynamic  changes  occumng  m 
neonatai-prenaial  medione.  the  committee  recognizes 
that  forthcoTting  resaanTi  may  result  m  me  need  for 
revtsion  of  me  1990  nsK  register.  For  azampie.  the 
committee  has  concerns  about  me  possible  ototoxic 
effects  on  the  fetus  from  matemai  drug  abuse:  however. 
present  data  are  nsuftaent  to  determine  whepiei  Die 
fetus  or  neonate  are  at  nsk  for  heanng  loss.  In  additan. 
yel-to-ba-devalapad  medications  may  have  oleloie 
eleets  on  neorates  and  Infants.  Tharotore.  the 
committee  advises  ciincians  to  keep  apprised  of 
piiNiihwl  roports  demonstrating  correlations  between 
maternal  drug  ithinir  and  ototoncAy  and  betwnen  future 
anbmtcrolMl  agents  and  ototoaoty.  Clinicians  should 
also  talte  tfito  account  the  possible  silei  active  effects  of 
multiple  medications  admnstervd  simultaneously. 
Finally,  the  committee  recommends  that  the  positnn 
statement  be  examined  every  3  years  tor  umitile 
levsion. 
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Statement  on  Middle  Ear  Disease 
and  Language  Development 

American  Academy  of  Pediatrics 


STATEMENT  ON  MTODLE  EAR  DISEASE  AND  LANGUAGE  DEVELOPMENT 
OF  THE  ACADEMY  OF  PEDIATRICS 

Rqjroduced  from  News  and  Comments.  Academy  of  Pediatrics,  1984 

There  is  growing  evidence  demonstnting  a  correlation  between  middle  ear  disease  with 
hearing  impairment  and  delays  in  the  development  of  speech,  language  and  cognitive  skills.  A 
parent  or  other  caretaker  may  be  the  first  person  to  detect  such  eariy  symptoms  as  irritability, 
decreased  responsiveness  and  disturbed  sleep.  Middle  ear  disease  may  be  so  subtle  that  a  full 
evaluation  for  this  condition  should  combine  pneumatic  otoscopy,  and  possibly  tympanometry, 
with  a  direct  view  of  the  tympanic  membrane.  This  statement  is  not  meant  to  be  a 
recommendation  for  specific  treatment  methods.  When  a  child  has  ^uently  recurring  acute 
otitis  media  and/or  middle  ear  effiision  persisting  for  longer  than  three  months,  hearing  should 
be  as5r^v?<1  and  the  development  of  communicative  skills  must  be  monitored. 

The  Committee  feels  it  is  important  that  the  physician  inform  the  parent  that  a  child  wiA 
middle  ear  disease  may  not  hear  normally.  Although  the  child  may  withdraw  socially  and 
diminish  experimentation  with  verbal  communication,  the  parent  should  be  encouraged  to 
continue  communicating  with  the  child  when  loudly  and  cleariy  speaking.  Such  measures,  along 
with  prompt  restoration  of  hearing  whenever  possible,  may  help  to  diminish  the  likelihood  that 
a  child  with  middle  ear  disease  will  develop  a  communicative  disorder.  Middle  ear  disease  can 
occur  in  the  presence  of  a  sensory  neural  hearing  loss.  Any  child  whose  parent  expresses 
concern  about  whether  the  child  hears  should  be  considered  for  referral  for  behavioral 
audiometry  without  delay. 
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POSITION  STATEMENT 


Task  Force  on  Hearing  Impairment 
in  Aged  People 

Background 

One  of  tre  denxsgrapnc  imperairves  affecting  me  Unaed  Stales  present  and  tinure 
course  IS  trie  aging  of  Amencans.  The  numoer  of  oersans  aged  65  >«afs  and  oUer  e 
growing  more  rapidly  ifian  the  rest  of  tne  US  oooulanor  »  The  exiaanson  of  tne  nations 
aged  oooulaDon  has  considefaOfe  imoKaiion  lor  neaitn  status,  health  car«  utilaatcn.  and 
health  care  Oetn«ry 

Hearmg  impairment  s  the  trwa  most  commonty  reported  chrone  prootem  jfteUJiig 
ttie  aged  pooulanon  "  At  present,  more  than  7  rmikon  aged  persons  suffer  trom  some 
degree  of  heanng  impairment  *  Gnen  the  rapid  growth  m  the  population  over  75  yean  d 
age,  it  s  ptoieaBd  that  rrxxe  than  n  million  memijers  of  ths  age  group  will  riave  significant 
heanng  imparments  trf  the  turn  of  the  century  Tne  aging  of  the  population  w*  t>e 
aceorrpanied  Dy  an  increase  <r  (he  prevalence  ana  seventy  of  heamg  ess.  oue  to  the 
direct  correlation  Detween  age  and  riearmg  loss. 

Prestsycuss  often  s  aenneo  as  hearing  oss  assooated  with  ihe  agmg  process. 
Honever.  the  Commmee  on  Heanng.  &oacoustics  and  Biomecnamcs'  consders 
presbycusis  10  De  the  sum  of  heanng  losses  wnch  result  from  se«rai  vaneoes  ^ 
pTiysioiogicai  degeneration  These  induoe  msulG  due  to  noise  etoosure.  oioimc  agens 
poiyonarrnacv.  and  meocal  asoroers  as  well  as  the  effects  of  physiological  agmg' 
Irrespective  of  the  eooiogy.  trie  interterence  with  communication  created  CJy  sensonneural 
hearng  impairment  has  a  profpund  neganv*  eftea  on  the  lives  of  aged  persons  in 
addition  to  ns  tnieal  to  peraonal  safety,  heanng  impairment  has  an  adverse  effect  on 
priyscaJ.  cognitive,  emotional,  sooai.  and  oenavwral  function 's.'  These  manifesiations  are 
often  vie*ed  Cv  tr>e  neanng  impaired  person  as  representing  a  very  significant  handeao. 
despite  the  audoogic  appearance  of  a  relatively  rmld  hearing  loss'*  fortunatery.  the 
negative  influences  o*  rwanng  impairment  are  amenaoie  d  mterventior "'  Hence,  rieanng 
health  care  professionals  must  stn^  to  identify  mdnnduaB  with  heamg  impairmens  m 
Older  to  remedate  the  perrranent  impact  of  heanng  loss. 


Idendfication  of  Impainnent  in  the  Aged  I^3pulation 

The  US.  Preventive  Services  TasK  Force^  has  recommended  that  aged  persons  De 
screened  for  hearing  impainTient.  The  goal  of  any  saeeiung  prtsgram  is  to  reacfi  as  large  a 
proportioned  the  eligible  target  population  as  possible  To  ths  end.  a  number  c<  potential 
seatigs  are  avaiiaae  for  xroomng  aged  inCrviduals  tor  hearmg  moainnenB  and 
handcaos  Potential  settings  tor  screening  mdude  health  fairs,  community  based 
programs,  primary  care  physoan  s  oftces.  acute  care  settings,  nursing  taotities  and 
possibly  the  home  Each  of  these  setongs  has  advantages  and  disadvantages,  with  the 
limmng  factors  m  any  saeerung  setting  being  ambient  noise  leei.  protessionai  resourt:es 
avadable  to  admuTster  the  screen,  and  mone>'  avajlawe  to  purchase  tne  reausiE 
equpment  Nevertheless,  a  screening  program  should  use  tools  that  are  appropriate  tor 
trie  particular  senmg.  and  should  employ  professionals  who  are  well  trained  to  pertorm  the 
screen.  Screening  opnducted  in  the  offices  or  primary  care  pnysoans  is  pamcutarty 
attractive  Because  mcsi  persons  oer  65  years  old  visit  their  pnmary  care  pnyscan  on  an 
annual  bass  and  the  office  may  provide  a  reiativety  Quet  setting  for  screening 

A  number  of  saeermg  tpofs  are  available  to  deteo  dmcaliy  important  heanng 
fhMiiiiieiibarv]  riaridcaos  in  aged  people.  An  irnaarrnerit  5  defined  as  "ariy  OSS  or 
abrx3rmal«y  c«  psychofogicai.  physiological  or  anatomical  structure  or  function  ■  whereas  a 
handeao  s  "a  doadvaruage  for  a  gnen  ir^divouai  resulting  from  an  imoaimient  that  imruB 
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or  DrevenB  the  tultillmeni  of  a  fote  tnal  s  normal  tor  inai 
individual"'*  Screening  toos  designed  to  deiea  neanng 
handcaos  and  impairments  tall  mto  tv«3  broad  categories 
neanng  handicap  scales  and  audiomeinc  screening 
Hearing  nandicap  scales  assess  tne  perceneo  etiects  ol 
hearing  loss  on  various  aspects  of  daily  tunc&on  A  screening 
version  d  one  such  scale,  the  Hearing  Handicap  Inventory 
(or  the  ElOerty  (HHIES),  is  a  reiiaDle  and  valid  method  lor 
lOentifymg  rvandicappmg  heanng  impairment  arrvDng  aged 
persons"  "^  The  sensitivity  and  soecrfcity  rates  ol  thts  tool 
are  approximatety  70  to  80%  for  identrtying  heanng  losses  of 
mooerate  or  greater  degree 

An  audiometnc  screen  is  a  guicK  and  valid  method  fof 
detecting  heanng  impairment  among  aged  individuals 
Screening  tof  heanng  impairment  requires  tfie  use  of  one  of 
tv*o  methods:  1)  a  calibrated  audiometer  m  a  quiet 
environment,  or  2)  an  otoscooe  with  a  Ouilt-in  audiomeief 
(eg  audioscope)-  The  advanage  of  using  a  calidrated 
audiometer  s  that  it  is  a  valid  and  reliaDle  lechmque.  The 
requirement  of  a  quiet  environment,  hcv^e^«r.  may  rwjt  Oe 
practical  m  all  settings  The  audioscope  delivers  seleaed 
frequencies  (500  1000  2000.  and  4000  Hz)  at  one  of  three 
inlensftes  to  tfie  entrance  of  the  ear  canal  The  audioscope 
has  an  overall  accuracy  tor  heanng  screening  o(  75-80%. 
'.>  "  Screening  with  tX3th  a  heanng  handicap  scale  and 
either  an  audiometer  or  audioscope  is  recommended.^ 
because  the  correlation  Between  heanng  impairment  and 
handicap  s  imperfect  '•  Thus,  comdming  the  two  techniques 
may  irx:rease  trie  overall  accuracy  of  the  screening 
program" 

Once  Identified  through  a  screening  program  as  tjeng 
likely  to  have  a  heanng  impairment  or  handicap,  an  aged 
person  shduld  be  referred  to  an  audiologst  for  thonxigh 
auddogic  evaluation  and  aopropnate  recommendations  tor 
aural  rehabilitation  Medical  clearance  should  also  be 
obtained  to  rule  oul  pathological  conditions  triat  would 
contraindcate  heanng  aid  use.  Unfortunately  the  rate  of 
compliance  with  the  recommendation  for  further  audometnc 
evaluation  among  aged  persons  can  be  as  low  as  50%  and 
ranges  between  50  and  90% '"  "  "Moreover  inmost 
arcximsjances.  only  10  to  20%  of  this  population 
subsequently  obtains  heanng  aids  Bamers  to  compliance 
include  confusion  about  the  heanng  aid  deln^ry  system,  the 
cost  of  evaluation  and  heanng  aids,  social  stigma,  unwanted 
amplification  ol  tsacKgnxind  noise,  and  myths  about  the 
efficacy  of  heanng  aids.*  An  integral  part  at  any  saeening 
program  should  be  mecnansms  to  enhance  ttie  probability 
that  indrviouals  wili  comply  with  referrals  tor  additional 
evaluation  and  remediation 

Strategies  for  Intervention 

The  audiological  ^laluation  esablehes  tr«  need  for 
possible  aural  rer^btlnation  and  medical  evaluation  in  most 
cases,  the  aged  person  s  auditory  capabilities  can  be 


assessed  with  standard  audiometnc  techniques 
Occasionally,  the  behavioral  assessment  must  tie  modified  to 
accommodate  oriysicai  or  cognitive  limitations  of  aged 
individuals  The  typical  oresovcusic  neanng  loss  s 
sensorineural,  sloping,  and  ranges  m  degree  from  mild  to 
moderately-severe '  '*  Moreoi«r.  pure  tone  sensitivity  tends  to 
deienorate  with  age  and  males  exhibit  poorer  thresholds 
than  temaies  ot  comparable  age  '  "  The  neanng  loss 
observed  in  older  people  often  nmits  iheir  reception  of 
conversational  speech,  espeoalty  m  noisy  environments' 
While  the  typical  presbycusic  rieanng  loss  is  not  amenable  to 
medical  intervention,  the  handicapping  effects  ol  trie  rieanng 
impairment  often  can  be  remedied  successfully  wnth  selected 
audioiogic  intervention  strategies. 

Heanng  aids  are  the  pnnapal  resource  tor  imprcvmg 
communicalion  and  reducing  handicaps  in  aged  people 
Heanng  aids  amplify  speech  so  that  it  becomes  oomtonably 
audible  to  the  heanngnmpaired  user,  but  does  not  exceed  the 
user  s  tolerance  level  for  loud  sounds  Significant 
improvements  in  heanng  aid  design  have  enabled  greater, 
flexibility  in  selecting  hieanng  aids  tor  trie  typical  heanng  loss 
panems  associated  with  aging  The  newest  generaoon  ot 
heanng  aids  indudes  digitally  controllea  analog  designs  In 
addition,  heanng  ads  can  now  be  rrxxJified  to  ease 
manipulation  ot  volume  controls,  battery  compartmenB.  and 
switcTies.  thereto  imprt>/ing  heanng  aid  use  tor  aged 
individuals  with  manual  dextenty  problems  Recent  eifldence 
indicates  that  heanng  aids  successfully  reduce  trie  social, 
emotional,  and  functional  handicap  often  resulting  from 
heanng  impairment  in  aged  people" 

In  additon  to  heanng  aids.  assistr\«  Innng  devices  can  be 
used  effectively  tjy  aged  people  to  improve  communcalion  m 
specific  situations  Asssoi*  listening  devices  transmit 
acoustc  signals  by  wire,  magnetic  induction,  infrared  light  or 
radio  frequenc/  They  are  paroculany  useful  when  room 
acoustics  are  poor  The  use  of  assistive  deuces  is  expanding 
in  theaters,  public  meeting  rooms,  and  houses  of  worship. 
They  can  be  adapted  for  use  m  personal  living  areas  and 
common  areas  ot  nursing  homes  where  communcaton  may 
bedifficutt. 

Alerting  devices,  which  use  lights  to  signal  tire  alarms  or 
ttie  telephone  or  doorbell  nnging,  can  reduce  the  hazards  to 
safety  imposed  by  trie  heanng  loss  Telepnone  amplifiers  with 
adjustable  volume  controls  are  becoming  an  integral  part  of 
many  new  telephone  designs.  The  tel&nsion  caption  decoder 
can  be  used  b/  those  with  reasonable  vision,  but  whose 
heanng  is  limited  despite  rehabilitation  Assistive  listening  and 
alerting  deuces  are  etteaive.  and  their  use  snouid  be 
encouraged  in  hospitals,  nursing  taolities.  and  the  nome 

Hearing  aids  should  Qe  ottered  withm  the  greater  context 
ol  aural  rehabilitation  Aural  rehabilitation  includes  any  non- 
medical intervention  designed  to  remediate  hearing  loss  and 
improve  communication  It  also  includes  counseling  the 
heanng-impaired  person  and  his  or  her  family  aboui  the 
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impiicaDons  o(  neairng  imoarmeni.  as  v>eii  as  axaucmg  t 
neanng  aid  onenaoon  ana  lonow-uc  to  erasure  orocc 
heanng  ao  use  Suggestions  lor  maxnizng  me  Loe  c/  vsuai 
cues  ana  residual  heanng  are  orovoea  Formal 
speecnreaoing  instruction  or  audito<v  trammg  may  oe 
recommenoed  lo  enrance  me  intofmaoon  received  Dvougr. 
amoMicaton 

Trie  aurai  renablnaian  procesi.  sruuia  mouoe  not  onty 
me  aged  r«anng-«noaiied  oersor.  out  a  larniy  memMr  or 
sigmficani  other  as  w«a  Por  ine  aged  tnowduai  to  acf»eve 
maiarTXjm  tseneW.  ine  tamrty  and  neaim  care  saff  must 
aooreoaie  itie  imtsaa  at  me  nea/mg  inoairment.  me 
ooeranon  o*  me  amoMcation  device  ine  oenefis  and 
iimiauons  of  me  oroceoures  Demg  used,  and  tneir  own  roie 
m  imorovmg  and  promoiing  communication 

Role  of  the  Audiologist 

The  audciogist  s  me  onmary  hearmg  heaim  care 
prwider  for  aged  miviauais  wim  neanng  imoaifmeni  An 
auoioiogisi  s  a  person  wna  Dy  virtue  ot  academe  and  ctncal 
training,  and  aopropnate  cemfcaixyi  andAr  icensute.  s 
uniQueiy  Qualified  to  provide  a  comprehensive  array  of 
Drotessionai  services  relaiing  to  the  prevention .  evaluation .  and 
renaoilitanon  o<  audiotory  impairment  and  is  associated 
communicative  asoroers  The  audiologst  may  provide  these 
ser«:«s  ^naepenaenfly  or  as  part  ot  an  mterdsaplinafy 
protessionai  team  invoi\«o  in  oermfication.  dagryjss,  and 
treatment  of  mdividuais  who  have  dsoraers  relaied  to 
auditory  dystuncaon. 

The  audniogist  serves  as  the  pnmary  spen  m  the 
assessment  and  non-nnedeal  diagnosis  o(  auditory 
imoairment  in  aged  people  Assessment  includes,  txit  s  not 
limited  to.  me  aormnistraiion  and  irnerpretation  d  oenaviorai . 
eiectroacoustc.  and  etectrophysiotogc  measures  o*  me 
status  ot  penpnerai  ana  central  audnprv  syssms  and 
measures  d  heanng  hanoicao.  MemoQs  ot  assessriwrn 
inciLoe  neartng-nandicao  scales,  pure-tone  audometry. 
immnance  auOiometry.  speech  audofhetry.  and  audwry 
evonec  potential  measuremen: 

Audiotogists  are  unicueiy  Qualified  to  provoe  a  tult  range 
of  auditpry  renatxiitatrve  services  to  aged  individuas.  The 
auaioiogist  is  ine  pnmary  moiviauai  responsiOie  tor  me 
evaluation  and  fitting  of  all  types  of  amplification  systems, 
inauding  neanng  aids  and  assistive  listening  devces.  The 
audioogiS!  determines  whether  the  aged  individual  s  a 
sunaoie  candidate  for  an  ampMicatior  system .  evaluates  the 
oenetit  that  the  individual  may  expea  to  derive  from  such 
systems,  ar^  maKes  an  appropriate  recommendation  in 
connection  wim  such  recommervaations.  the  audiOogst  may 
taw  ear  impressions,  fn  and  aspense  the  ampWicaJion 
system  and  provide  counseling  regarding  ns  use. 

Tne  audioiogis:  also  provides  rehapiiitati\«  services  and 
Education  to  mdividuas  wim  auditory  impairment,  to  larmiy 
mempers.  and  to  tne  ouOic  The  audoogist  provides 


•ntorrriatjor  concemtfig  r^gAnng  and  h^ftrwig  mtiqai  i  i  41  ll  me 
use  01  proBhWc  oevcas.  and  wntigw  lor  morovng 
speech  lecognwon  ot  mixnng  auOBri  vsuai  and  iac9te 
speech  in<orn'Wl«y  The  audoogdl  asc  couraes  oaaar« 
^egardffig  the  iflKS  at  amMory  moarrrian  on  conrruncnv* 
anc  p»,choKaai  sms.  m  addaon.  the  »uooog» 
oeterrranes  the  need  lor  addnonai  aurai  ranap^aicn  and.  t 
inocaied.  tne  naua  ol  tr«  rsnacMuon  orognm  in 
conneocn  uMin  such  aawrnnouu*.  me  auoacgi  rnay 
conduct  ndnnduM  andior  gnxc  rerawBiron  progrwm. 

The  audoogci  servoi  B  an  aovocae  tor  aged 
indnnduais  Qy  encoixavng  aouai  accae  tor  mcae  ««i 
communcMiveiMonMrs.  oy  promoang  "Mf-neiD"  carmmar 
groups,  and  Dy  encotra^ng  Dva-oany  rwTBUMrm  d 
aurtioiogicai  servcas.  The  audoogsi  snouc  oe  an  rmgni 
mefhoer  ol  any  rruuaoDTiary  asm  rNovadnma 
evaiuanon  o(  me  aooai.  peycnoogo.  pnyactt.  and  mam 
status  d  eideny  people  The  audioiogst  aao  larvw  aged 
pecpie  Dy  prpmcnng  sma/eness  of  haamg  (npavment. 
avauaoie  audictogcal  servces.  and  r^ataae  remeoadon 
devices  and  programs  to  the  heamg-vToaiTM  indMiduali. 
trieir  spouses  and  chadren.  and  to  other  areiai«(s  who 
constitute  their  suopon  sysem 

Recommendations 

The  memoetship  of  the  Amencar  Acaderrjy  o*  Aurtotogy 
see«s  to  manmae  commLincation  sMb  n  aged  haamg- 
mpaired  individuals  A  corrxxehersrve  accroach  lor 
prcviding  eflecove  servcas  to  aged  monouas  Queues 
coooerati>«  efforts  among  a  i^nery  d  prtSessiona 
organizations  and  specialises  As  a  ctsnssouence.  the 
Academy  memoervnp  actively  pursues  aose  jiLlesiiuial 
ties  with  other  gerontology  wecialm.  toward  fheeting  the 
neanng  heaim  care  needs  of  aged  people 

The  Amencan  Acadenv  ot  Audioogy  has  devettcad  tv« 
recommendations  lor  mprcvihg  the  ouaBy  ome  tor  haamo- 
impaired  aged  indivcuas. 

1  The  Academy  aOMxaies  the  use  of  screerang  proceduas 
lor  lOentifytng  persons  wim  hearing  mpa^ment  or  neanng 
handeao  Screenoig  proceaures  should  Pe  used  to  oeriy 
the  greatest  numtw  of  hearmg-impaired  aged  people. 
Screertng  should  oe  coupled  wim  efforts  to  maximas 
compliance  wim  referral  recommenoatnns  lor  audoogc  or 
meaeai  evaluation 

2  The  Academy  promotes  the  provison  0*  high  aual«y 
audoiogcai  sennixs  lor  aged  people  Sca»-oi-lh»-an 
knowledge  and  technology  shouW  t3e  acoMec  m  me 
evaluation  of  heanng  impairmeni  m  aged  ncivKjuais  as  well 
as  in  trie  seieocn  of  aural  renaoditative  procedures,  mouetng 
heanng  aids,  lor  aged  ndivduals 

3  The  Academy  promotes  funcnig  tor  research  on  haanng 
impairment  and  agmg  Oy  g»«mmeni  agencies  and  pnvoe 
foundatior^  Cnticai  issues  that  need  investigation  mouOa 
prevention  of  age-reiated  neanng  loss.  unoerstandvig  the 
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auditory  degenerairve  cooesses  mat  account  Ky  age-telalM 

hearing  loss  imorcMng  the  design  o*  hearing  aids  to 
owerayne  speatic  speech  understarxling  proDtems  o(  aged 
peoDW.  and  de^toprng  valid  outcome  measures  d 
audiotogcal  rnanagement  strategies 

4  The  Academ/  prorrxMes  equitaote  trvrd-pany  payment 
from  insurance  corrtpanies.  retirement  health  plans,  stale 
agencies,  and  tederal  agencies  lor  heemg-relalBd  servcss 
and  d^ices  lor  aged  pesple  The  ivmed  Itnaroal  resomces 
ot  many  olOef  people  often  restro  access  to  eflective 
audiological  servces  and  theretore  prevent  iTiem  from 
recen/rng  the  benelris  d  a  heanng  aid 

5  The  Academy  prorrxxes  putshc  education  atxxjt  heanng 
impairment  in  aged  Americans.  Piacncal  mtormaoon  and 
suggestions  should  be  prodded  to  the  group,  rdudmg 
warning  signs  dl  riearng  less,  where  ID  go  lor  help,  and  the 
benefits  ol  amplification  ComrrKm  msconceptons  about 
heanng  impairment  and  heanng  aids  also  need  to  be 
dispelled.  The  Academy  was  founded  m  1968  to  "irrproMe 
service  to  ffie  heanng  impaired  by  ad>ancing  the  highest 
professional  standards  lor  diagnose.  habiMation. 
rehabilitation,  and  research  in  heanng  and  its  dsorders"* 
These  guiding  pnnoples  apply  speoAcally.  and  most 
importantly,  to  aged  individuals,  because  ihey  compnse 
more  tran  half  of  the  riearmg-impaired  populalxsn  in  the 
United  States  and  tfieir  numbers  are  increasing  dramatxally 
The  American  Academy  of  Audiology  s  committed  to 
tostermg  ecellence  in  heanng  health  care  lor  senior  otizerB. 
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D»*alopmont  of  t  Seopa  el 
^raeoce  doeument  bagan  in  1990wilti 
ne  work  of  it)9  aa  hoe  Seepe  et 
Praoica.  ettaind  by  Alison  Gnmas. 
The  documant  was  tSseusm  and 
iatatee  by  me  governing  bedias  al 
he  Academy  lornea/ly  two  years,  ff 
was  put  aside  tor  a  titne  because  et 
other  pressmg  issues  facing  the 
ieademy.  Following  discussion  and 
evision.  the  Scope  ol  PracOee 
document  publafted  here  i«as 
Tdopted  by  trie  £recu»ve  Committee 
\nd  Board  ot  Recresentatrves  durmg 
their  meeting  on  Oaober  23.  1992. 
Previously,  a  Scope  ot  Practice 
locumem  tor  audmlogists  was 
mblished  by  Asha  m  con/uncoon  with 
•Jpeech-Language-Pathologsis 
(Scope  ol  Practice.  Speecti- 
jnguage-Pathology  ani  AurSology. 
\sha.  32.  suppl.  2.  1990). 

The  Scope  ol  Pracoce  document 
lescnOes  the  range  ot  interests, 
apabilities  and  prolessional  activities 
jf  audiologists.  It  defines  audiologists 
as  independent  practitioners  and 
■vovides  examples  of  settings  in 
rhich  they  are  engaged  It  is  not 
intended  to  exclude  pamapabon  in 
activities  outside  ot  those  detneaied 
1  the  document.  The  overriding 
vinaple  is  that  members  of  the 
Academy  will  provide  only  those 
services  tor  which  they  are  adequately 
repared  through  their  academe  and 
linical  training  and  their  expenencB. 
and  that  their  practice  a  consistent 
■nth  the  Academy  Code  ol  Ethics. 

As  a  dynamic  and  growing 
.profession,  the  field  o'  audiology  will 
change  over  time  as  new  information 
■■  acQuired.  The  Scope  ol  Practiea 
ocument  will  receive  regular  review 
for  consistency  with  current 
linowledge  and  practice.  The 
xeajtnre  Committee  welcomes 
lemoer  mput  on  this  document. 


Scope  of  Practice 


I.   Purpose 

The  popose  oi  this  documait  is  to  define  the  professioa  of  audiology  by  its 
scope  of  pneoes.  This  docsment  omliaes  ifaose  activities  (bat  at  wiibio  lbs 
spedilty  of  the  professioa.  This  Scope  of  Ptactice  statement  is  inrmdeii  to  be  osed 
by  audiologisu.  allied  profrnionah,  coosmnen  of  aadiological  services,  aad  the 
general  public  It  serves  as  a  refereoce  for  issues  of  service  delivery,  tfaird-pirty 
leimbunemeni,  legislation,  coosamer  educatioo.  regulatory  action,  state  and 
professional  licensure  and  inier-professiooai  relations.  The  rtonimmi  is  not 
intended  lo  be  as  rThsiiqive  list  of  tctrvines  m  which  audiologists  engage.  Rather, 
it  IS  a  broaj  staiemesi  of  professional  practice.  Periodic  updating  of  any  scope  of 
pracDce  staiemeai  is  necessary  as  technologies  and  perspectives  change. 


II.  Definition  of  on  Audiologist 

The  central  theme  of  the  profession  of  audiology  is  auditory  impaiimeBt  and 
its  associated  commusicaiive  disortien.  Audiologists  are  primarily  concerned  with 
the  identificatioa.  evaluation,  and  rehabilitation  of  the  individual  with  either 
peripheral  or  central  auditory  impainnest.  and  with  the  pceveatioo  of  saeh 
impairraenL  All  professional  activities  related  to  this  central  theme  fall  within  the 
purview  of  audiology.  In  addition,  professional  activities  related  to  vestibular 
function  fall  wiihio  ihe  competetice  of  audiologisls.  An  audiologisi  is  t  person 
who.  by  vinue  of  academic  and  clinical  training  and  appropruu  certification  and/ 
or  licensure,  is  uniquely  qualified  to  piDvide  a  comprehensive  array  of  professional 
services  idaied  to  the  assessment  and  rehabilitation  of  persons  with  auditory  and 
vesdbular  impainnents,  ai>d  to  the  preventioo  of  these  impainnents.  The 
audiologist  serves  in  a  number  of  it>les:  ■•''"■'•''"  therapist,  teacher,  consultant, 
researcher  and  administrator. 

Audiologists  piDvide  clinicaJ  and  academic  oaining  to  students  in  audiology. 
Audiologists  leacfa  physicians  and  medical  students  about  non-medical  and  nan- 
surgical  aspects  of  heating  and  hearing  loss.  They  also  provide  information  and 
training  oo  all  aspects  of  hearing  and  vestibular  function  and  conunusicaiioa 
disorders  and  retaabilitauoo  to  other  professionals  including  psychology, 
counseling,  rehabiliubon.  educatioo  and  other  related  professions.  Audiologists 
also  provide  informatioo  and  services  to  business  and  industry.  Further, 
audiologists  serve  as  ex  pen  witnesses  within  the  boundaries  of  forensic  audiology. 

The  audiologist  is  an  independent  practiuooer.  who  provides  services  in 
hospitals,  clinics,  schools,  private  practices  and  other  settings  in  which 
audiological  services  are  relevant. 

III.  Scope  of  Practice 

The  scope  of  practice  of  audiologists  is  defined  by  the  training  and  knowledge 
base  of  professionals  who  are  licensed  and  certified  to  practice  as  audiologists. 
Areas  of  competence  include  assessment  and  rehabilitauon  of  individuals  with 
auditory  and  vestibular  disorders,  prevention  of  hearing  loss,  and  research  in 
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Donnal  md  disonkicd  auditory  md  veaibular  fuDCiioQ.  The 
pncticc  of  audioloc  includes: 

A.  Assessment 

SpecificaUy.  nmmia  of  hevuf  includes  ilie 
admiiuxQauaii  and  interprcutson  of  beliavianl. 
eieesroacousbc  and  electropbysiolofic  luutuiu  of  die 
patfbenl  and  ceoml  audiuxy  synems.  Aiiciiiiiriu  of  die 
vcssibolar  system  inrhffVT  admantsoacioa  and  iulupiualian 
of  clinical  and  elecmphysiolocic  less  of  equtlibrinm. 
Axsessment  is  accocnplisfaed  usinj  standaxdized  imiing 
procedures  and  appropriately  calibrated  iiuuuiiieiiiatiaB. 

B.  RehobiHtcrtion 

The  aadiologis  is  the  pntfenioaal  who  piuvides  it:£ 
full  raofc  of  teliabilitaiive  services  for  penoos  with  beaiinf 
impainnent  The  audidogisi  is  responsible  for  (be 
evaluaiioQ  and  fitting  of  all  types  of  axnphficatioo  devices, 
including  bearing  aids  and  assistive  lit^'^'^t  devices.  The 
audiologisi  determines  the  appropriateness  of  amplificatiaa 
systems  for  persons  with  hear^g  impairtnent.  evaloatei 
Ibetr  benefit,  and  provides  awmsrling  regniding  their  use. 
Audiologisis  conduct  oioacopic  examinatmos.  dean  ev 
canals,  take  ear  impressions,  fit  and  dispctaf  besing  aids 
gnd  other  amplificaiiaa  systtHB. 

Audiologists  are  also  involved  in  the  trhahilitaiioB  cf 
persons  with  vesabular  disoideiv  They  may  ppriripwr  as 
full  memben  of  vestibular  r**'*'''^"*"  teams  lo 
reconunend  aiKl  cany  out  goals  'rf  «»«t;imi«>  rrt^MhUimitwt 
therapy  •-^'■"*"|  for  ""-p**  hihiniiiifa  eaerrisci. 
'~'"«~  Rtrainiiig  exercises,   and  gcnenl  coodiliaaiiig 

The  andiologist  is  the  iia  lulu  i  of  the  rnrhlrar  implam 
team  who  determines  candidacy  based  oo  audiwy  and 
rv^fwfnttwti  ■iM^gi  mf ormatioiL  The  aiiriinlogttt  provides  pre* 
and  post-surgical  assessment.  conmrHng,  audtevy  tniniiig. 
nchabilitaiKSQ,  implant  iwumwmim  md  TmiiitTiiiit' *  of 
implant  hattlwarc 

The  andiologist  provideiirhahiliiarioo  lo perMtn  with 
bearing  impaitiDent.  and  is  a  aoorce  of  infamition  for 
family  manben.  other  ptufrtiimali  and  the  fcoenl  public 
Cooiaeling  regarding  beating  Iocs,  the  use  of  hearing 
pnstheiic  devices  and  strategies  for  improving  speech 
recogniuoo  is  within  the  ezpertiie  of  rbc  audiotogist. 
Additionally,  the  audidogist  ptuvides  '•~~*»'™t  regarding 
the  effects  of  hearing  kin  oo  comspnbcatiin  and 
psychosocial  stams  in   persanal.  social   an 


disofdets.  The  audiologist  serves  as  the  resource  for  school 
penoonel  in  die  development  of  Individualized  Educauooal 
Programs  (lEFs)  and  in  matters  penaming  to  classroom 
irnin'i'-'  assistive  listming  systems,  beanag  aids  and 
eoanoaaiaaaa.  and  maintains  both  classroom  assisove 
systems  as  well  as  student's  personal  heating  aids.  The 
jiujiologut  adminisien  hraring  screening  programs  in 
tctiools.  and  nains  and  npesvises  oao-audiologms 
performing  bearing  sacening  in  the  rrtiirational  setting. 

C.    Hearing  Conservertion 

The  andiologist  designs.  iiii|>kiiiiru>  and  coordinates 
industrial  and  coammity  h^Tritfg  conservatiao  programs. 
This  ir^''~*»«  identificatian  aiul  amelioratiaD  of  ntne- 
hazardoos  conditiaas.  identificaiiao  of  beanng  kaa. 
recammendanao  and  ownsrling  for  use  of 
pratecooo.  employee  frtiirati««i.  and  the 
sopervisioo  of  noo-audiologijo  performing  hraring 
screening  in  the  mdusmal  *^"^'*f 

0.   Research 

The  andiologist  is  one  of  (be  profriiionils  icspoosibk 
for  the  ^**'*ig"  tmplensentatiao.  analysis,  interpretanoo.  and 
admiiiislTaiioa  of  lucaicfa  related  m  (he  auditixy  and 
vestibular  systtOB. 

L   AddlHonal  Expertise 

Some  andiotogisis.  by  viniK  of  education,  experience 
and  personal  choice,  duoae  u  sprrialize  m  a  paftimlar 
specialty  area  of  practice  and  thereby  coofine  dteir  skills, 
knowledge  and  praetiee  u  diat  specialty.  Fnther.  tcoe 
audiologtsa,  by  vitme  of  ednratiwi,  fifrrirnrr  and 
p'^'""'  choice,  engage  in  acbviiies  onisidB  of  diiae 
defined  in  this  scope  of  practice.  Noifaiiig  in  dits  fhii  iiiiMnl 
Shan  becoosttned  to  liinit  individnal  Creedoo  of  choice  in 
tfaisicgaid  provided  (hat  the  activity  ts  iimimrnt  with  the 
Amaicao  Academy  of  Andioiogy  Code  of  Eihiri 

This  ■*■ ""'  will  be  n,»iewad.  revised  and  updated 

periodically  in  order  to  leflea  changing  clinical  demands  of 
audiologias  and  in  ottler  to  keep  pace  with  the  changing 
scope  of  piactice  leflected  by  these  changes  and  ihDovaoaa 
in  dns  spedatty.  /^ul 


The  audiologist  adminiurn  services  lo  midnits  of  all 
ages  with  hearing  impairmetu  fitm  pre-sch<x>l  through  high 
school,  including  ideatificatioo.  evalualioa  and 
rehabilitation .  The  audiologist  is  an  integral  pan  of  die  team 
within  the  school  sysiem  which  manages  hearing  tnipaiied 
mi4rnn  and  students  with  eeanal  auditary  prooexsing 
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Code  of  Ethics 


Part  E 
Sutcncnt  of  Priadples  end  Rules 

Priaciple  1:  Memben  shall  provide  professional  services 
loih  hcnesty  and  compusion  and  shall  rupea  the  digniiy. 
rontt,  and  rights  of  those  served. 

Role  la:  Individuals  shall  ooc  limil  the  delivery  of 
irofessioaal  lavices  oo  any  basb  that  is  vinjusafiaMe.  or 
fielevani  to  the  need  for  the  potential  benefit  from  such 

services. 

■riaciple  2:  Memben  shall  naiiuain  high  standards  of 
.xofESSional  competence  in  tendering  services,  providing 
only  tboie  profrssinnal  services  for  which  they  are  qualified 
Sy  education  and  expeneiKe. 

rtulc  2a:  Individuals  shall  use  availabk  icsouices.  including 
refemls  to  other  specialists,  and  shall  no<  accept  betwfits  or 
'«nis  of  personal  value  far  nceivtng  or  making  referrals. 

Rule  2t>:  Individuals  shall  exercise  all  teasonable  piecautiaas 
10  avoid  mjury  to  penoos  in  the  delivery  of  professional 
ervices. 


Rale  2e:  Individuab  shall  not  provide  services  except  in  a 
professional  relationship,  and  shall  not  diseiiminaie  m  the 
provision  of  services  lo  individuals  on  the  basis  of  sex.  nee. 
religion,  oazional  origin,  sexual  onenanon.  or  genera!  beabh. 

Rule  2d:  Individuals  shall  provide  appropriate 
supervision  and  assume  hill  responsibility  for  services 
delegated  to  supportive  personnel.  Individuals  shall  not 
delegate  any  service  tetjuiiing  professional  competence  to 
persons  urujualiTied. 

Rule  2e:  Individuals  shall  not  petmii  personnel  to  engage  in 
any  practice  (hat  is  a  violation  of  the  Code  of  Ethics. 

Rule  25:  Individuals  shall  maintain  professional  competence, 
including  pamcipaiion  oi  coiiunuing  education. 

Priiteiple  3:  Mmibut  shall  maintam  the  confidentiality  of 
the  infoimation  and  records  of  those  receiving  services. 

Ruk  3s:  Individuals  shall  not  reveal  to  unauthorized  persons 
any  professional  or  personal  infonnation  obtained  From  the 
person  served  profession!.' y  unless  required  by  la*. 
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Principle  4:  Memben  shall  provide  only  servics  and 
products  ihai  arc  in  tlie  ben  inserea  of  diOK  saved. 

Rule 4a:  Individuals  siull  noi  exploit  penons  in  die  delivery 
o(  professional  services. 

Role  4b:  Individuals  shaQ  charje  only  for  services  luaiual 

Rule  4c:  Individuals  shall  ikM  paiticipaie  m  activities  diat 
constitute  a  conflia  of  professiaaal  interest. 

Rule  4d:  Individuals  shall  not  accept  compensation  for 
supervision  or  sponsorship  beyond  rEimtMnement  of 
expenses. 


Principle  5:  Memben  shall  provide  accurate  in/onnauon 
about  die  nature  and  managemoii  of  connnumcative  disoidcn 
and  about  die  services  ai>d  products  oRered. 

RuleSa:  Individuals  shall  provide  penons  served  with  die 
uif  ormauon  a  reasoaable  person  would  want  to  know  about 
the  nature  and  possible  efTecs  of  services  rendered,  or 
products  provided. 

Rule  5b:  Individuab  may  make  a  sutenient  of  prognosis, 
but  shall  not  guarantee  icsulB,  miilead,  or  misinfotm 
persons  served. 

Rule  5c:  Individuals  shall  not  carry  cat  teaching,  oricseaich 
activities  in  a  manner  that  caBnnnes  an  invasiaa  of  privacy . 
or  that  fails  to  inform  persms  fiiOy  abom  die  nature  aiid 
possible  effects  of  tfaeie  activities,  affonliiig  all  peisam 
informed  nvc^ooice  and  pnticipaDoo. 


maimain  documentation  of 


Rnk  Sd:  Individuals  shaU 
professional  services  rendered. 


Pmopleft:  Mi'iiila  is  riBJlcmnjlywidnfac ethical  sundanjft 
of  Ibe  Academy  with  regard  to  public  statements. 


Rule  te:  Individuals  shall  not  misrepresent  their  educatiofol 
degiee^  training,  cmimnal^.  or  compeience.  Only  degrees 
earned  from  regionally  accredited  insotutions  n  which 
training  was  obtained  in  audiology.  or  a  direcdy  related 
disciplLie.  may  be  used  in  public  statements  concerning 
professional  services. 

Rule  ib:  Individuals'  public  saiements  about  professianal 
services  and  products  shall  not  coniam  leptesenlauoos  or 
claims  diat  are  false,  misleading,  or  deceptive. 

Principle  7:  Members  shall  honor  (heir  responsibilities  to 
the  public  and  to  professional  colleagues. 

Rule  7a:  bdiviikials  shaD  not  use  pmfcssiomi  or  uaiuiciuil 
affiliations  m  any  way  that  would  mislead  or  lumt  services 
lo  persons  served  professionally. 

Rule  7b:  Individuals  shall  inform  coUragiirs  and  the  public 
in  a  imiiiii'i  ooRsistenl  widi  die  highest  professional  standMtfe 
about  products  and  services  they  have  developed. 

Priadpk  S:  Members  shall  uphold  the  digiuty  of  the 
profession  and  fireely  accept  die  Academy's  self-imposed 
standards. 

Rale  Sa:  Individuals  shall  not  violate  these  Principles  and 
Rules,  iMir  inriina  to  ctrcumvcnl  tfaem. 

Rule  8b:  Indivichials  shall  not  engage  in  dishonesty  or 
illcfal  cmduct  diat  adversely  leflecu  on  the  legal  eondiKt 
that  adversely  leflects  on  the  professiotL 

RiileSc:  Individuals  shall  infann  die  Ethical  Piactice  Board 
when  there  are  leasons  to  believe  dial  a  member  of  die 
Academy  may  have  violaied  the  Code  of  Ethics. 

Role  Sd:  Individuals  shall  cooperate  with  die  Ethical  Ptkhec 
Boanl  in  any  matter  related  to  dK  Code  of  Ethics. 
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Position  Paper 

The  American  Academy  of  Audioiogy 
and  the  Professional  Doctorate  (Au.D.) 

American  Academy  of  Audiology 
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POSITION  STATEMENT 


The  American  Academy  of  Audiolog\  and  the 
Professional  Doctorate  (Au.D.) 

Introduction 

The  Amencan  *cade»T>y  al  tuOoogy  entJOfses  die  concent  o(  trie  orotessonai 
doODralE  m  auOiology  as  trie  apcropnate  entry-level  aegtee  tor  ne  ursaxx  ot  audioiogy" .' 
The  advanced  level  dl  Iramv^  the  praiessonal  docDrate  manaatss  s  necessary  id  ensure 
tne  DTCMSon  of  the  highest  sandards  of  delivery  C3t  serves  tD  indwOuaB  witti  auCitDry  and 
other  retaied  dtsoiders  and  to  ther  families.  The  ofotessional  dccsras  esaOlEnes 
audiotogaas  m  a  Oearty  defined  and  prominent  rtjle  v»It^ln  trie  heamg  health  caie  de*very 
system  and  strengmens  their  oosioon  as  autonomous  oractnoners  and  pi^Ti/idefs  <i 
audxnogcai  sen/x:es^ 

Policy  Statements 

The  soeofic  ouroose  of  the  ofolessional  dooorale  m  auddcgy  s  to  preoare  highly 
sKjUeO  practmonet^  Prrtessional  doctorate  orograms  m  audioiogy  must  significanily 
eiceec  the  academe  and  trainng  exoenences  orovioec  0^  Master  s  levei  orograms  and 
pro/ioe  al  leas;  tour  years  training  and  education  after  tne  czmoieoon  o)  acaeditec 
Baccalaureate "Ort< '  Sucfi  aiugiaiie> must oemonsoaie  si-'tfici«-'.  aeoir  and  tJieadlP  to 
Marranl  the  doooral  designation.'  An  entiiely  diltefent  degree  designation,  the  An. 0 
(Ooaor  01  Audiology).  s  necessary  to  describe  ths  protesscnal  oegree  and  to  dilterentiaie 
It  from  the  researcr>-onenBO  Ph.D 

The  Academy  snal  seek  to  mfluence  academic  msatutions.  teoeraJ  and  sate 
regulalory  agencies,  hscal  mermedenes  aim^sionai  orgamzanons  and  the  general 
oubic  towards  the  acoeoance  of  the  orotessonai  docsorae  m  audoiogy  (Au.D.)  as  me 
preferred  entry-level  degree  lor  tne  practice  d  audotogy. 

Guiding  Principles 

The  locus  c«  an  acaderrjc  doctoraB  (Ph.D.)  s  on  reseaicn  culminating  in  the 
dissertation  (or  Uie  Ph.D:  the  locus  of  tne  prolessonai  doctorate  n  audioogy  (Ao.Q)  s  on 
the  daetopment  of  etmeal  profiuei  cy  The°n.D  s  oeftneo  as  me  mar*  irf  hignes 
acn«vemerTr/nprepa/aoonibrcreaiivescnoiiann«]andresaarcn.  orien  n  assocaoon  with 
a  career  in  teacrang  at  a  um^isty  or  ctKege.'  The  piotemonal  oocsraie  (Au.D.)  s.  me 
rtgnes  unn^isry  anati  gr^rt  n  a  particular  SeW  « recognidon  o^compwoon  o/acsoermc 
preparaoon  tor  protessiona/ pracoce  and  does  nor  reouirB  a  Ossertason  tor  c  como<e(«orj> 

The  pnmary  oOfective  of  the  Au.D  program  s  to  isroouce  audioiogsts  virho  are 
funcsonally  compeiem  m  prtviding  the  v«oe  array  ot  dagnostic.  remeda;  ana  3tner  skills 
and  ser\nces  assooaiEO  with  the  piacBce  of  audiology.  Hence.  Tiere  s  maior  emonass  on 
tf»  amcai  learning  exoenence  Although  the  professional  doctorate  -.n  auOioiogy  (Au.D )  s 
na  a  researcn-onemed  degree,  n  s  imoerati>«  that  student-practitioners  oe  tammar  »wth  tr»e 
scientific  and  research  literature  tnai  undergiros  audiology.  nave  the  Knowledge  and  itie 
skills  reousne  to  evaluate  and  merpret  the  audiofogcai  and  related  research  uerature.  and 
De  aCHe  to  synthesize  and  apply  perwieni  research  Knowledge  to  the  prowems  of  ctincai 
pracDce.' 

Ideally.  Au.D.  degree  prograrTs  sfKXjid  Be  organized  and  implemented  vwthm 
sponsonng  nsntuoons.  such  as  colleges  and  umversities.  trial  will  provide  lor  an 
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inaeoenoent  school  and  faculty  and  should  be  conaituwd 
sjmiar  in  nature  to  the  degree  programs  which  grant 
doaoraies  m  ottier  professions,  such  as  oeniislry,  medicine, 
ootomeiry.  herniary  medone.  etc  Traditional  graduate 
programs  are  structured  to  grant  academe  doctorates  rattier 
than  prolessioral  doctorates  Conseauently.  Au.D  programs 
should  Pe  admintsiered  whenever  possitJte  independent  a* 
exsting  graduate  scnool  programs."  They  should  be 
practitioner  and  oatieni-sen/ice  dnven.  le..  the  base 
onenQlon  ol  tr«  training  programs  should  I3e  to  tacilitaie  the 
develoomeni  al  the  highest  level  of  audoiogical  skills  in  the 
stuoent-practiiionef.  with  concorrutant  emohass  on  delivefy 
ol  supenor  audiological  servces  to  l^e  paiient 

CortsideraDle  nesponsitxiny  talis  upon  the  dirncal  and 
academic  lacuity.  It  must  be  large  and  div«rse  erxxigh  to 
represent  to  the  student-practitioners  ttie  teadmg  edge  of 
heanng  care  skills  arx3  services  Didacix:  instrucoon  should 
locus  on  direct  application  ot  audiofogcai  sciences  id 
heanng  care  needs'  The  iaculty  and  the  sponsoring 
institution  will  have  the  ulln-iate  rescorisitiility  to  evaluate 
formally  me  student-praaitoner  s  progress  and  to  assess  the 
studentpracmoner  s  mastery  ol  IJie  programs  contBnt, 
pursuant  10  the  awarding  ot  the  Au  D  degree 

The  AAAijdiotogy  s  fully  aware  ttie  impiemenGDon  of  ir>e 
prctessional  doctorate  m  auddogy  (Au  0.)  contains 
significani  challenges  and  detsartures  in  audidogcal 
education,  and  will  foster  and  seek  cooperative  eWort 
between  celt  and  degree  granting  institutions  to  develop 
programs  lointt/  acceptable  to  trie  AAAudiology  and  telaied 
professional  orgamzanons 

The  Clinical  Training  Program 

The  Au.D  educational  process  assumes  deveicpment  of 
broadly  based  dmicai  rotations  based  on  suOsanHvc 
academe  achievement.  The  preoaraaon  ct  tne  comtHee 
practmoner  ress  upon  tnree  essenoai  foundations: 

•  Mastery  of  the  audidogcal  knowledge  base  (See 
Appendix) 

•  Extensn*  dinical  experience  and  luUlmh 

•  Hole  modeling  based  on  exposure  10  expenerxad. 
pracnong  dmoans 

II  IS  recommended  tf^at  the  studem  receive  tseMieen 
2500  and  3000  hours  of  dincal  experience  with  an  extensive 
variety  of  cases  and  preceptors.  StudeniDractraonets  srouid 
be  exposed  extensr\«ly  to  diverse  and  challenging  dmcal 
populations  Appropnate  ctmcai  tfanng  enworvnents 
snooid  include  but  not  be  limned  lo: 

•  Audioiogy/Medical  praaces 

•  Autonomous  private  practices  in  audiology 

•  Community  dinics 

•  Hospitals 


•  Industrial  settings 

•  Local  educanor-  agencies 

•  Schools  lor  the  hearmg-imoaired 

•  University  or  college  c»nics 

Al  least  four  seoaraie  nootions  from  the  above  la  are 
recommended  as  a  minimum  as  ttie  student  progresses 
through  trie  program  o*  study.  The  process  d  dincaJ 
experience  should  evotve  in  scope  and  complexity  from 
limned  dmical  exposure  with  dose  supervoion  durmg  the  first 
years,  to  fourth  year  independent  status  Whereas  the  first  two 
>«ajs  of  the  program  are  heavily  weigried  cowards  didacoc 
classiri  ?nd  program  aie  heavily  weighted  towarcis  didaclic 
aayies  and  laboraiory  coursewoik.  emphasis  du«¥ig  the 
second  tuo  years  sMtts  to  dmcal  leaning  expenences'  The 
proportion  d  dncal  leamng  erpenences  as  corroared  ID 
academic  nsmjcticn  during  the  prtifessKmal  dooorale 
(Au.Q)  program  s  depcied  belcw. 
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Appendix 

The  intent  al  the  secson  s  to  spedty  general  areas  o( 
saxJy  when  are  oonsiderEd  essential  to  the  knowledge  base 
of  the  auddogist-practitioner'  It  is  understood  that  the  exact 
speoficaDon  of  currxajkjm  and  emphass  s  the  responsHRy 
and  property  the  domain  a  the  educaoonal  institution  that 
oders  the  Au.D  degree  As  m  most  pn:tessional  degrees,  a 
base  scaence  core  s  essential  This  core  can  be  prtvided  Of 
base  science  lacutty  from  other  depanmenB  and  si3xx)(s 
withffi  the  degree  granting  insniulxin  The  following  general 
areas  of  study  are  recommended 

Base  soence  areas  include 

Physcs  of  sound,  acoustics.  psychoacousHcs 

Research  methods  and  statistics 

Speech  science  and  perception 

Ciompuier  science 

Electronics,  instrumentation  and  calibration 

Gross  anatOTTTy.  neuroanatorrv  and  neuiophysiology 

Anatomy  and  physiology  ot  hearing 
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Diseases  ane  patnoogies  of  me  ear  and  nervous 

sysjetn 
Reiaiea  meocai  dLagnoss  and  tieaiment 
EmDryotogy  ana  genencs 
Clrucai  pnarmacology 
Eoidemioiogy 
Radogiac'v:  tecnraques  and  imjging 

General  areas  ol  oralesaoral  msruction  include: 

1.  AudOogc  assessment 

•  Case  nsKxy/inierviaw  tecnrnQuG 

•  Pfii^ctogic  rneasuremens 

•  cteuUutJn^^otogic  measuiemeiUb 

•  Benavnrai  less  of  audnsry  function 

•  Communcanon  maasurement  scales 

2.  Medical  consider auufb 

•  Audioiogc  rnamtesBHrB  of  ear  rlrmmr 

•  Clncal  diagnoss  and  eiOluaiion  d  auOKxy  padiology 

•  Omical  deoson  analysE 

3.  Clincal  decson  orocesscounsefing 

•  Counseling  strategies  and  teOviQues 

•  Referral  orocedures  and  case  rTtanagement 

•  Interprofessional  relationsftips  and  resporsbtties 

•  Personal  arv:  interpersiral  dynamcs 

4.  Profesaonal  ssues 

•  Elttcal/legalAsually  impmyement  ssues 

•  Rseal  intennedianeSgoicmfneni  agenoBB 

•  Pracucs  rnanagement/heattncare  martctng 

•  fbrensc  audoiogy 

5.  Conservation  of  nearmg  and  prcventen  of  haantg  Mas 

•  Pubic  and  consumer  educaJnr 

•  Heamg  conservatxxi  iT>odee 

•  Identification  and  ioeeiiiiig  mode^ 

•  Federal«ate  regulalxvB 

•  Mbrker's  compensation  ssue 
6  Soeaal  poDuianons 

•  PedBincaudiotoBy 

•  Genairtc  audofogy 

•  Difficult  to  lest,  including  devetopmertal  ritah*mf; 


7  Audmogc  naOMaion  and  renatxlraixxi 

•  r^ormatne  developmenial  models 

•  Aodntxy  training 

•  Vsuai  communcanon.  ndudng  soeecn  reading 

•  Manual  commuracation  systems  am  stalls 

•  Speech  am  language  c(  me  deaf  and  t^aid  of  neanng 

•  p^ »' I'l'^'itfi management 
&  Management  of  ampfefcaoon 

•  Pfyaealandwieniiiiii  iinii.  cnaraaenstcj  of 
amplifying  dvces 

•  Memods  of  9^lualion 

•  Mettabittair^  procedurB 


*  Implanabie  devcas 
9  VasUxlar  asQiuaaon 

*  "fecnritjues  and  procedures 

*  Renabilnati>^  strategies 

— Def»«i;Apnl2&19?1 
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The  American  )oumal  of  Otology 

VOLUME  13  NUMBER!  )ANUARY  1992 

1991  AMERICAN  OTOLOGICAL  SOCIETY  MEETING  PAPERS 


1991  PRESIDENTIAL  ADDRESS 

THE  TRAINING  OF  FUTURE  OTOLOGISTS 

WiUiamF.  House.  D.D.S..  M.D. 


Today  there  are  no  Renaissance  men  who  know 
all  there  is  to  know  about  saence  and  the  humantcies; 
there  are  not  even  any  Renaissance  doctors  who  know 
all  there  is  to  know  about  medidne  and  surgery  or.  for 
that  matter,  any  doctors  who  know  all  there  is  to  know 
about  Otolaryngolog}*— Head  and  Neck  Surgery.  The 
adage  'the  specialist  is  one  who  knows  more  and  more 
about  less  and  less'  is  true. 

Today  we  are  heanng  more  and  more  about  rec- 
ognizing otology  as  a  sutupeaalty  by  designating  our- 
selves as  having  'added  qualiGcauons.'  I  fully  suppon 
this  as  a  move  in  the  nght  direcuon.  But,  and  there  is 
always  a  but.  if  we  are  to  improve  the  standards  of 
otologic  practice  through  encouraging  young  doctors 
to  seek  added  qualifications  in  otology  we.  the  pres- 
ently practiong  otologists,  must  actively  lead  the  way 
in  specifying  what  the  ideal  training  of  an  otologist 
should  be. 

There  is  a  tendency  in  medical  specialty  training 
to  add  another  year  and  yet  another  year.  I  am  per- 
sonally opposed  to  this  because  I  feel  it  is  a  waste  of 
talent  and  impractical  in  today's  cost-conscious  medi- 
cal environmenL  I  feel  strongly  chat  young  oiologixo 
should  become  boaid-cenified  otolaryngologists  with 
added  qualifications  in  otology  within  four  or  five 
years  after  finishing  medical  school  This  goal  can 
only  be  accomplished  if  we  allow  our  residents  in 
otolaryngology  to  elect  to  become  otologists  after  one 
year  of  entering  residency.  This  means  the  last  three 
years  of  the  residency  would  be  spent  as  an  otology 
resident 

I  am  not  zwan  of  any  residency  or  fellowship 
program  that  covets  the  entire  area  of  knowledge  chat 
I  consider  necesary  to  develop  the  complete  otolo- 
gisL  I  believe,  howevrr,  that  if  we  ha'd  three  yean,  we 
could  introduce  training  in  these  &elds.  These  areas 
of  knowledge  should  include  the  following: 

I .  Certainly  during  the  entire  three  years  the  otol- 
ogy resident  should  be  involved  with  increasingly 
complex  otologic,  neurotologic  and  skull  bue 
surgical  procedures. 


2.  Basic  neurophysiology  of  tiie  ear.  neurology,  and 
neurosurgery  should  be  included 

3.  Audiology  and  the  theory  of  heanng  and  balance 
measurement  with  sufTicieni  hands-on  involve- 
ment in  hearing  and  balance  tesung  to  become 
proficient  is  imponanL 

4.  Actual  heanng-aid  selecuon  and  fittmg  u  essen- 
tial. If  heanng-aid  licensing  is  necessary  in  the 
state  where  the  otologist  is  lo  pracuce.  this  li- 
cence should  be  obtained  dunng  the  training. 

5.  Working  with  children  who  have  hearing  im- 
pairmenu  attribuuble  to  serous  otitis,  those 
needing  heanngs  aids,  and  those  who  need  coch- 
lear implants,  is  a  vital  pan  of  the  otologic  resi- 
dency program.  This  is  the  broad  field  of  Pedi- 
atnc  Otology. 

6.  An  understanding  of  speech  and  language  devel- 
opment and  the  assessment  of  speech  and  lan- 
guage IS  important  if  the  otologut  is  to  under- 
stand the  relationship  of  heanng  loss  and  how 
effective  the  child's  heanng  aids  or  implant  are 
in  allowing  the  child  to  develop  speech  and  lan- 
guage. 

7.  The  prindpl-js  of  education  of  the  hearing-im- 
paired child  should  be  understood  and  the  resi- 
dent should  spend  time  observing  parent-infant 
programs  and  classrooms  of  hearing-impaired 
chiltlren. 

8.  Finally  a  basic  study  of  electronics  parxicularty  as 
it  pertains  to  ampUfi^tion  systems  should  be  in- 
duded. 

Getting  all  of  the  above  expertise  into  a  three-year 
residency  program  will  not  be  easy.  But.  like  all  jour- 
neys of  a  thousand  tniles.  we  must  begin  with  the  Srst 
step.  The  first  step  is  fo.~  us  as  otologists  to  recognize 
what  is  needed  in  the  training  of  our  future  otologists 
and  to  keep  the  pressure  on  m  have  residenry  pro- 
grams set  up  to  allow  a  three-year  otology  mck.  Dur- 
ing these  three  yeai3  the  otology  lesidency  must  in- 
clude all  of  the  information  t-hat  the  complete 
Renaissance  otologist  should  know. 
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Hearing  Care  /  Vision  Care 

ParaUelIsm  in  1991 

Table  1:  Comments  submitted  to  the 

Food  and  Drug  Administration,  1991 

American  Academy  of  AudioSogy 


Hearing  CareA-'ision  Care  Paralleiism  in  1991 
Vision  Care  Hearing  Care 

Physician  Spccialist: 

Ophthalmotogist  Ololiryngotogist 

MX).  Degree  M.D.  Degtee 

Residency  tnmmg  Residency  tnining 

Board  Eruninuion  ind  Cemncaiion  Board  Exammatien  and  Ceniricauon 

Medically  evaluates  and  medically/tttrgieally  Medically  evaluates  and  medically/  surgically 
(reals  dtyays  of  the  eye  ools  disease  of  the  ear 

May  dispense  vision  aids  May  dispense  hearing  aids 

May  employ  an  opconietnsi  May  employ  an  audiologist 

Non-Pbysieicn  Profeiioaal  Speealilt: 

OpUHBctrist  Aadioiogiit 

OJ).  Degree  BJ<.*MJJMS.  Degree  w/  approved  cuniculum 

National  Examinaiion/Siaie  Licensure  CFY  exL  training 

Licemed  in  SO  stales  Naucr.'.  ExaminauoR/Cenificatiaa/Siate  Licensure 

Professioaaliy  mrty^  vuion  for  purposes  Licensed  in  3S  oaies:  licensure  petiding  in  others. 

of  fining  conecuve  lenses.  Professionally  nif^tr^  hearing  for  purposes 

Refers  for  medical  evaluation  &  treainieni  when  of  fining  hearing  ^ds. 

indicated.  Refers  for  medical  evaluation  and  treatmou  when 

Training  includes  medical  referral  mdicaiions.  indicated. 

Dispeiues  contact  lenses,  eyeglasses  and  low  vision  Tiaining  includes  medical  itfenal  indicauons. 

aids.  Dispenses  custom  in-ihe-ear/canal.  behind-the-ear  aids 

Provides  visual  training.  and  assistive  listening  devices. 

Appnximaiely  26.000  practicing.  Provides  aural  tehabilitaiion  training. 

Evaluates  and  prescribes  60%  of  corrective  lenses  in  U.S.        Approximately  8000  pranicing  (4%  growth/year) 

Evaluates,  fits  and  dispenses  59%  of  all  hearing 
aids  in  U.3. 

Device  Veodors 

Optioan/OphthaUmic  Dtspcnser  Heariii(  Aid  Dealer 

Opticianry  course  of  study  prescribed  by  state.  VatKs  with  state.  No  formal  state-approved  courses  of 
Slate  examination/  registraiioo/'iicensure  study  exist. 

Regulated  in  22  states.  Vanes  with  state. 

May  only  Tit  corrective  lenses  as  prescribed  by  Regulated  m  47  stales. 

Optometrist  or  Opbthalinologist.  May  evaluate,  select  and  fit  hearing  aids. 

May  not  evaluate  for  selectian/fiiiing  of  ameuive  May  employ  an  audiologist. 

lenses. 
May  employ  an  optomeimL 

Devices: 

Approximately  60.000.000  lens  prescriptioas  in  1990.  Approximately  1.600.000  aids  m  1990. 

Contact  Lenses  (I S%-»  10%  with  eyeglasses)  Custom  in-the-ear/canal  hearing  aids  (80%) 

Eyeglasses  (60%+ 10%  wnhctmiaa  lenses)  Behmd-the-ear  heanng  aids  f20%) 

Low  vision  aids  Assisuve  Listening  devices 

Conuct  tens  blanks  Custom  aid  faceplates 

FDA: 

Defers  to  individual  states  to  establish  conditions  of  sale.     Requues  medical  clearance  or  waiver  for  fitting  of  aid. 

Does  not  recognize  audiologist  as  point  cf  entry  into 
hearing  care  system.  Pieempts  state  legulations. 

Staio: 

In  all  50  states  of  the  VS..  both  optometrists  and  All  states  are  preempted  by  FDA  regulations, 

ophthalmologists  have  the  nght  to  prescribe,  fit  and  Medical  clearance  or  waiver  is  required, 

dispense  eyeglass  and  contact  lenses. 
No  prior  medical  clearance  is  lequired. 
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